MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
E965 CERTIFICATE OF DEATH W956 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
WA MARYLAND “s b. COUNTY 


oa 


b. CITY OR TOWN {IF outside. Sag limits, write | ¢. LENGTH OF STAY IN Ib (IF outside corporate limits, write RURAL ond give nearest town} 


RURAL ond give nearest tows YL : ; ; 
d. NAME OF HOSPITAL (IF oT in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? | 
- SY {tud SP 0 oe 


First Middle Lost 4. Fed Month Year 


"BEB. Zp7y NAL ARMACOST Blan AUGUST 2) 19 6 


6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [-] ATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


gst birthday) | Months] ~b. 5 wa 
wivowen &}* ~—oivorcep [] 73 tha is s] Days | Hours | Min 


ISUAL OCCUPATION (Give bine of work done] 10b. KIND OF BUSINESS OR IN| RY j 127 BIRTHPLACE (Stote or foreign count! 12. CITIZEN OF WHAT COUNTRY? 


F during most of working life, evgh if retired) 
A: B22 am eo see 
15. WAS Latte U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [1 oe, ‘Address E 
(Yes, no, or unknown), {IF yes, give wor or eestor by 4 4 2 Ts Lz. yy) ( 


tled in by the funeral director, 


Pages 1 and 2 shauld be filed with’ 


, cremation, ar remaval, and in any event, within 72 hours after deat 


. 7 Bilan ceeiimtodelt 


Then please remave carban popers. 


18. CAUSE OF _ [Enter only one couse per line for {0}, (b}, ond ( INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: _/ = 4 
> SARE AP MW 50 Prt CL ATER AL Se LEROS;S VY ee 
S61 DUE TO 
Conditions, if ony, which im 


gave rise to immediote 
cavse (0), stating the under: 
lying cause lost. ) 


DUE TO. 


-transit permit. 


The law requires that the death certificate be executt 


te has been signed by the attending physician and campletely 


e 
5 
a FS Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. was AUTOPSY 
ES = 
a & ves) No TY 
ae = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 18.) 
aes. & | OR CONTRIBUTING (1 CAUSE OF DEATH 
zee © | UF EITHER, NOTIFY MEDICAL EXAMINER} 
235 & [2%c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1206. (City or town) (County) (State) 
. Fat Hour o. m. While Naa kita foctory, street, office bldg., etc.) | 
ME = p.m. 19 lot work [7] at work H 
3 
< 


g 3 21.1 certify that (I) (this haspital) attended the deceased fram <> ~/ fee ed. & ‘ hg Aah, 9.4L, that (1) (we) last 
Ze ee the deceased alive an Mtg Bl 19 L, and that death accurred off. o.M, fram the cduses and an the date stated obave. 
r= al SIGNATURE b. DATE 
ey : i sic 

= luis I, (Vere k no AIEMY oor HA a) 77, 
og faa) 22d, ADDRES: 


P"STames [ {iprs  __|Wesrmwerie ID 


230. BURIAL, CREMATION, 


page 3 shavid be detached for use as the burial 


the State Board af Health prior to burii 


“ TO FUNERAL DIRECTOR: 


f) 23b. DAT| py 23c, NAME OF CEMETERY_OR CREMATORY 

9» REMOVAL {Sp Sb, 

=3 of 

oF 

e LL DIRECTOR'S SIGNATURE ADDRESS * 

VR AIS (4) % Pid. Ky vee 
15M 9/59 a7 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


ROCK CERTIFICATE OF DEATH U&9O7 
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rs after death. Page 4 
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hin 24 fas 
fille 


y 


| 


e 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
9. COUNTY STATE 


Carroll MARYLAND @: Maryland cae apastg 


b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
RURAL ond give neorest tawn) 


Then please remave carban papers. 
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ate has been signed by the attending physician and comp’ 
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TO HOS 
may 6 


ae 
as 
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E> 
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a 
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13 dys. | Sykesville 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION A ON A FARM? 
Springfield State Hospital Qakland Road wes EL NOG) 
3. NAME OF First Middle tost 4. DATE Manth Doy Yeor 
DECEASED | OF 
he Ida Trott Becraft rot August 2. 19 61 
5. SEX & COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |8- DATE OF BIRTH 9. Roel IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthdoy! Months} Doys Hours Min. 
Female White widoweD fe] oIvoRCED [] 1876 85 on. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 
- - Unknown U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yas, 00, oF unknown) (IF yes. give war or dales of service) 
No | = = 
18. CAUSE OF DEATH [Enter only one couse per line for {0}. (b), ond {c}.] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: OPS Stara, DEATH 
IMMEDIATE CAUSE (0). Acute coronary occ: lusion Hours: 

A] 9 We DUE TO 

Gondiniond Heeays wehteh w» __Arteriosclerotic heart disease Years 


gove rise ta immediote 


couse (a}, stating the under: ( PVETO 
lying cause last. {c. 


ra Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)| 19. ‘ier. 
<|C.B.S, associated with senile brain disease, with psychotic reaction. ves [J NO 

= 20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part II of item 1B.) 

& | OR CONTRIBUTING C CAUSE OF DEATH 

© |{IF EITHER, NOTIFY MEDICAL EXAMINER) 

ey 

eo 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED. ‘20e. PLACE OF INJURY (Home, ie 1 20F, {City ar tawn) (County) (State) 
S While Net ahie foctory. street, office bldg., etc.) | 

= at wark [7] af work t 


21. | certify that (I) (thts haspital) attended the deceased fram._-_____-. THl1=. 1961, t0_ 8-24-.. 19.61, that (I) (we) last 
saw the deceased alive an B=24— 1961... and thot death accurred ot2 3 30K, Fedtthe causes and an the date stated above. 


Lae el @ 2ueet 
ae Cel Carre no |ME™ 9 SBooo We oe an24nO1 


220P PHYSIC. > 22d. ADDRESS 
Name re) Agustin del ac M.D, Springfield Hospital, Sykesville, Md. 
eee mov core |g 23b. DATE THEREOF ta “Old Ee 4d Opkinnel ‘* eon 23d. ATION (City, tawn, of county} (State) 
ri 2-24 6 alan OF. va Me. 
if te 


vrs re Bik] DIRECTOR'S SIGNATURE ADDRESS 7s D BY REGISTRAR | 2Sb. REGISTRAR’ 
Ligh A 61 (2g et Bo are 


MARYLAND STATE DEPARTMENT OF HEALTH | 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


RQEY CERTIFICATE OF DEATH (5958 


— 


rae 
Ss ov = ——— 
= 83 \. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before ee 
25 a ATE b. COUNTY 
2a 
3 en Carroll manviann || "Marylond Allegany 
2 =a b. CITY OR TOWN (if oulside corporele limits, ©, LENGTH OF STAY IN Ib © as ‘OR TOWN [If outside corporate limits, write RURAL and give nearest town) 
3 
write ive neerest town) 
ee Ses RURAL | esa mee ; “ 
ook Sykesv 60 days Cumberland, Md. ALGER 
£T =. 
= pas d, NAME OF HOSPITAL OR INSTITUTION (if not in hospilal, give slreel address) d, STREET ADDRESS » 1S RESIDENCE 
= 2 ON A FAI 
ce Springfield State Hospital eae teen Street (Sap 
r os 3 NAME OF | First Middle “Last = “Month Dey = 
>= O. OF 
Beets (ese yal Mary Ellen Bohn | pene Auge 19 1961 
x = _— —_ 2 es x= — 
oj oss 5. SEK &. COLOR OR RACE|7, maRRIED [7] NEVER MARRIED B, DATE OF BIRTH 9. AGE (in years |IF UNDER T YEAR| IF UNDER 24 HRS. 
ig 8 > FP, les birthdey) |"Months| Deys | Hours | Min. 
Wiss €male White wiowiK]  oivorceo(]} April 2, 1897 by yrs, | | 
a Ses TOs. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 1, mae (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
“3 >>? 
Oe done during moat of working ie, even Hratired) | U.S.A 
3 $82 use _ : Allegany, EM MarylandU-S-Ae 
FS 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
£ agé 
3 $42 James Youngblood Ide Appold 
o) Gag = pases pate EVER IN UIS, ARMED FORCES? [ 16. SOCIAL SECURITY NO 17. INFORMANT ' “Address Tieton . 
2 £63 les, no, or unkown} | (Ifyes giveweror detesof service) f 
=e $ No Springfield State Hospital 
£ a3 S 1B. CAUSE OF DEATH ([Enier only one ceuse per line for (e), (b), end (c).) > 7 INTERVAL BETWEEN 
” ONSET AND 
aon e PART |, DEATH WAS CAUSED BY: * 
os ao TMMEDIATE caust (e)__ASpiretion-Pneumonia iF" 1? 
geess UGK * puE TO 
me = Jt 
zeeke Conditions, If eny, which 
fsa v ‘ (b)__ = 5 ar ——— 
45935 gave rise to immedieta cause 
eS 
= ss o {a}, steting the underlying ( DVETO 
nae Rol (i 2 ease pms = 
Boots z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AUTOPSY 
mesage is} * 
OG os < Schizophrenic reaction, catatonic a ves J] no [J 
22555 & | 20e. ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW i INJURY OCCURED, (Enter natura of injury in Pert | or Part Ii of itam 1B.) = 
Bees” & | on CONTRIBUTING [-] CAUSE OF DEATH 
meses & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Ley 528 Fs 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Hone; ey ~ 208. (City or town) (County) (Stete) 
Sot 5 Héur Saint Whila __Not While fectory, street, office bldg., etc.) | 
> 3 ro 2 <i % ot work [_] at work \ 
om os 
Beoss 21. | certify that (I) (this hospital) attended the deceased from.... aL 4, that (I) (we) last 
es OZo saw the deceased alive on.......ANGZa...19......... 19.61, and that death occured atha?. ‘RM the causes and on the date stated above. 
Hes = = ‘ aa 
S ghee ana s ATTENDING STAFF 226. OGNED 
Re ag A. mo, | PHY: oO biRecTOR 1] Pays. | Aug. wy 6) 
om OF PHYSICIAN'S 22d. ADDRESS .% a 
Ho” os 
a. NAME. Cred Ts. Ag Springfield State Hospital 
: ae > 8 eh eee tad es ol as aa 
= B32 See aUe Ru gCTEMATTON, 23, DATE THEREOF 23c, NAMEOF CEMETERY OR CREMATORY 23d. LOCATION (City, town er county) (State) 
a Mi pecit 
S038 uria 8/23/61 Hillerest Burial Park | Cumberland, Md. 
9*9 z peu i 1 ae a 
vp AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 9/60 H, Wayne George, Cumberland, Md, vate AUG 9 4 61 Onthun £46 
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Pages 1 and 2 shautd be filed wi 
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Then please remave corbon papers. 
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SICIAN: The law requires that the death certificate be execute 
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MARYLAND STATE DEPARTMENT OF HEALTH 


RQ ar VISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH U &95 Q 


Ue gle i ctelantelas 2, USUAL RESIDENCE (Where deceored lived. If institution: Residence before cdpision 
a. 1. 4 
Carroll marviann || Mayland © FPederick 
b. CITY OR TOWN (IF outside corporate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest tawn) 
Eldersburg 2 months.|| Frederick 
d NAME OF BOSeITAL (If not in haspitol, give street address) d. STREET ADDRESS e. 5 RESIDENCE 
} NAF 
dersburg 331 W.Pabrick St | yes] NO 
3. DECEASED First Middle: Lost 4 or Manth Day Yeor 
(Type or print) Ida Bell Burns DeaTH August 15 1961 
5. SEX 6. COLOR OR RACE |7. MARRIED PX} NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
los} birthday) [Months] Days | Hours] Min. 
Female White wioowep (] pivorceo[] November 23,1885 | 7 yrs. 
100, USUAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 
Housewife At Home Frederick, Maryland U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Benjamin Cutsail Elizabeth Burke 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, or unknown) (If yes, give wor or dates of service) 
No | "Wo None C.Burns,331 W. i 
1B. CAUSE OF DEATH [Enter only one couse per line Far (0), (b), ond (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Ce eee 
: IMMEDIATE CAUSE (o) HYPERTENSIVE CARDIOVASCULAR DISEASE 20 yrse 
: t = aX.) y DUE TO 
Canditions, if ony, which )__ARTERTOSCLEROTIC HEART DISEASE same 


gave rise ta immediate 
cause (a), stating the under- DUE TO 
slving couse {ots a 


Part HH. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. ae ue’. 


yes] NO 


20a. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port ! or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, form, | 20f. (City ar town) (County) (tote) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
factary, street, office bidg., etc.) | 


Haur a. m. While Nat while 
p.m. jat work [7] ot work 


MEDICAL CERTIFICATION, 


' 

21. U certify that (I) (this hospital) attended the deceased fram._F@De 19.61, 1ob5 AvBust __. 19.6], that (i) (we) last 

i bn 5 August _ 19.61. , and that death accurred at&26iPHlom the causes and an the date stated abave. 

rd 22b, DATE 
IGNED 
mv. [PHe. NS te Bikector CBRNE. 
22d. ADDRESS 
mVveesville-2, Maryland .._/ 3 ss) e 
230. Gy foe 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, tawn, or caunty) (State) 
oer 2 é 
Buriat 8/18/1961 ovidence Methodist Cem. | Kemptown Maryland. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
2 : bf} 

»ReEtchison & Son,106 E.Church St,Frederick,Md. | pare WG 17 '61 Onthan £, Fae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


QIG Ttem GERFIFICATE OF DEATH™ ae 


1 PCO eee 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. 


°, 0. STATE b. COUNTY 
CARBBOLL eer LY) Px K\ CAR RO Ll 
b. ei OR TOWN (lf outiide a Timits, write c, CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
end g 
\V RO VEARY WEST HIWSTE 


oddress) d. STREET ADDRESS e. 1S RESIDENCE 


— | SS cHvRcH sf YL] NOB 
3. NAME OF in i Lost 4. DATE Month y Yeor 
er We || Aa Ay sual. oe we 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF 81RTH 9. ey IF UNDER YEAR] IF UNDER 24 HRS. 
Jon! birthdoy! 
Fe mpLe|Wh ITé \monwu mew [FER 19. 188) i liad 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign county} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
= 


E F MARY LAND NITED SIATES 


6 
_ JOHN BELL ANME FAVORITE 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT. e E2s Address 
ge} 
A dis 


wie iia oe VONE <2 CARL 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<).] anna BETWEEN 


PART |. DEATH WAS CAUSED BY: ayy pe 
IMMEDIATE CAUSE (o| 


Dey DUE TO 


oud 


ge 4 


i Y the funeral director, 


" 
A ‘ 


Pages 1 ond 2 shauld be filed with 


) 


Then please remave corban papers. 


the registrar prior ta burial, cremation, ar removal, ond in any event within 72 hours after death. 


Conditions, if ony, which rs 
gove rise to immediote 

cote (0), stoting the under- ( OUETO 
lying couse lost. e) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART {0} | 19. ie AUTOPSY 


RFORMED? 
yes) nog] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
C0 SE Oh re TT oT 
20c, TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED {| 20e. PLACE OF INJURY |Home, farm, | 20f. (City or town} (County) (Stote) 
Hour a.m. While Not while foctoty, street, office bldg., etc.) | 
pm. 19 fot work [1] ot work H 


21.1 a c moe 2 7 w2Z, to fF AVES eS hod. that | last saw the deceased 


alive an_£7| --1 and that death accurred atl 2_% M, from the causes and an the date stated above. 


ADDRESS (Street, city or lown, stote] DATE SIGN! 
seu un AG RIRCE hond. 2/01 


PHYSICIAN'S 
NAME (Type) 


220. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
int st ! Rural, West’ 
urial | August _31,19$1 Kriders Cemetery ural, Westminster Md. 
E ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
b : 


Velo 2 f pare ME 31 61 ark. ihe 


tending physician. 


rtificate hos been signed by the attending physician and com) 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


940 CERTIFICATE OF DEATH US9G4 


==) 


¥Oa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) } 
Housewife _ - | Maryland U.S.A. 


13, FATHER’S NAME ‘14. MOTHER'S MAIDEN NAME. 


Maria Archer Cather 


(INFORMANT Address 


Springfield Hospital Records 


William S. Eyerly 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? [16 SOCIAL SECURITY NO. 
(Yes, no, or unkown) 


—He 


{lfyesgive weror detesofservice) 


s ey = _— 
Ss 32 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore docessed lived, If insiitution: Residence before edmission) 
Sede , COUNTY @. ST b. COUN r 
3 eng Carroll aos MARYLAND _ Vary land ‘Frederick at 
23 et b. CITY OR TOWN [if oulside corporete limits, |e. LENGTH OF STAY IN 1b e. CITY OR es (If oulside corporele limits, write RURAL end give neeiest lown) 
~~ Fas, ) write RURAL end give neerest! fown} | 8 
SEE Sy Sykesville 3mos.28 dys. | Frederick Sl) =. 54 
£ 3an d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) d. STREET ADDRESS «TS RESIDENCE 
= sky NA FARM 
= oe 
@ * =-weuSbtingefield State Hospital _ 701 Fairview Avenue ves [] NO fe} 
© cS | 3. NAME irst Middle Last 4, DATE Month Dey “Yeer 
5 2 a DECEASED OF 
3 ga Cape onerh) Margaret Cecelia Cooney DEATH 4ugust 1l 9 61 
o 5 5, SEX 6. COLOR OR RACE) 7, MARRIED [~] NEVER MARRIED |] | 8- DATE OF BIRTH 9. AGE (In yoors |IF UNDER 1 YEAR| IF UNDER 24 HRS, 

2 ae Months] Deys | Hours | Min. 

5 Female White | woown[  oivorceo[]| December 4, 1871 
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(3 
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eS 
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INTERVAL BETWEEN 
ONSET fia: DEATH 


Pe sons aie Terminal ipa : {two days 
f  bUETO 
eclieegiieny’ Gilet ») Arteriosclerotic cardiovalvular disease years 
(e}, steting the underlying ( PVETO 
maa ~— _Arteriosclerosis, generalized and sever __|_years : 


IN PART 1(e) 


PHYSICIAN: The law requires that the death certificate 


the hospital or attending physician. 
After this certificate has been signed by the attending physician am 


¢ 2 tached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 7; 


a 
Ss 
— 


Zz PART ll. OTHER SIGNIFICANT CONDITIONS TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CO 9. WA: est 
2) es PERFORMED 
= : 
<|C.B.S. associated with senile brain disease, with psychotic reaction, ves KX] No [] 
 ]20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Pert | or Pert Il of item 18.) | So 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
G |0F ETHER, NOTIFY MEDICAL EXAMINER) 
% 3 |/20c. TIME OF INIURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20F. (City or town) ~~ {County} ~ (Stete) 
A Hour tot While Not While fectory, street, office bidg., ete.) | 
a = pom Ww ‘et work et work 
‘om 


21. I certify that {i} (this hospital) attended the deceased from... ABS 198 >, to B= LPL, that (1) (we) last 

saw the deceased alive on... nian 8-11. Al, and that death occa aQs 00, seme the causes and on the date stated above. 

22e. SIGNI = 22b. DATE 
aye OL DinecroR ve [bel PAYS. x) FIR61 
22d. ADDRESS 


_|Springfield Hospital Sykesville, Md. 


4 may be retain! 


ce: 
> TO FUNERAL DIRECTO: 


as 
= 

28) 
o 
) 


ta ha: ae 
22c. PHYSICIAN’S 


NAME (Type) Naei 


AL OR ATTE! 


23d. LOCATION (City, town or county) {Stete) 


director, page 3 should be det 


£ Ze, BURIAL, CREMATION, | 23b. DATE THEREOF YOR CREMATORY 
ne REMOVAL (Specify) 
on /)|__Bur 8-1-1961 Loudon Park Cemetery Baltimore Maryland 
= 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


M. Re Etehison and Son, Frederick, Maryland_ 


z 


loans AUG 1 4’61 


1 
FOR STA 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division rs ws aber RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


RQ74 MEDICAL EXAMINER'S CERTIFICATE OF DEATH US962 s 


1, PLACE C OF DEATH 
e. COUNTY 


WEALTH DEPT. 


= Carroll ~ 
b. CITY OR TOWN (if outside corporate limits, 
write RURAL and give neerest town) 


) 2. USUAL RESIDENCE (Where Tien ‘lived, If institution: Residence before edmission) 
©. STATE b. COUNTY 


Maryland Carroll 


e. city OR ant {If outside corporata limits, write RURAL and give naarest town) 


MARYLAND | 
¢. LENGTH OF STAY IN 1b || 


(Yas, no, or unkown) 


Oo 


Con 


™“, 


gove 
{a}, stoting the under 
couse last. 


{It yes give wor or detes of services) 


18. CAUSE OF DEATH (Er (Enter « only ‘one couse | 


4 SOCIAL SECURITY NO. 


15-42-0970) 


(b), end (c).} 


Mr. Woodrow F. Crumbacker, Same as 2 


INTERVAL BETWEEN 


x» 
\ , |_Rural-New Windsor __|/SRural-_New Windsor = 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give give street address) d. STREET ADDRESS 0. IS RESIDENCE 
Xx ON A FARM? 
4 
2 in Denning Road Pa” «eS d Denning. Road ves (] No[] 
8 3. NAME 0: Middle | 4 A Month Dey Yeer 
2 DECE eee 
{Type or re vs; FRANC iS ian {B A ie Pears 
Ey Pe rrseee |, COLOR OR RACE| 7, Is. aa MARRIED bye] | 8 DATE OF BIRTH |. APEUs trek tak YEAR 
i 2) last birthdey) |"Months| Days 
A Fs Male _|White widoweD [_] pivorceo [_] Ci \Sept. “ 22, ee 16 _ yes. #1G ee 
av = 10e. USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTRY SINTHPLACEY (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
pe done during most of working life, even if retired) 
pee Laborer _ _ Farm 4 Maryland __ Se 
2 ae 13. FATHER'S NAME 4. ee: 'S MAIDEN NAME 3 
2 
bares Woodrow F. Crumbacker Carrie Scheller 
o 3 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 17, INFORMANT Address ~~ 
o 
= > 
ge58 
a is 
= rt PART |. DEATH WAS CAUSED BY: Cnr 
2 IMMEDIATE CAUSE to) (2 OM), po wad FRAL Sete — Mint 
‘ : 
> VIP *< DUE TO 
5, if eny, which {b) —- 
to immediete ceuse - oak . ae a = - TT 
DUETO 


: 
teh 


his certificate should be executed within 24 hours aft 


itingdhe word “pending” in pen 


zi PART Ih OTHER SIGNIFICANT CONDITIONS CONTRIBUTING To DEATH BUT NOT I RELATED TO THE TERMINAL DISEASE |E CONDITION VEN IN PA TI Ite) 19. WAS AUTOPSY 
3 aU dA Es Salieri PERFORMED? 
< YES No 
x = | 20s. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. (Enter natura of injury In Part | or Part Il of item 1B.) i. ae 

tate & | PRIMARY [) or CONTRIBUTING C] é : ry : 

(o) & | CAUSE OF DEATH. M.V. with fixed object 
3 20c. TIME OF INJURY jonth, Dey, Yeer | 2Dd, INJURY ca | 2De., AS OF INJURY GES nut 208. (City city oF town) (County) (State) 9 
£ eae White __ Not While lctory yatreet, office bldg., etc.) | é 
= pm 8 £24 lel lot wor] atwork rc Relies 


21. I certify that | took charge of the remains described above, héld an Autdpsy m3 Inspection Inquiry and in my opinion 


Natural causes [ral Accident Suicide ft Homicide oO Undetermined manner oO 


i) Taietecoke? CHIEF MEDICAL EXAMINER [_] 


MD. ASSISTANT MEDICAL EXAMINER Oo yA 


DEPUTY MEDICAL ae} 2 & ie 
i me t-AYAR RST ? Address (Street, elty, town, oreounty) 1 - 
b, DATE Dt | AME ETERY OR CREMATORY = 


22d, LOCATION (Cily, town, of country) fh = 
9=19 6 hose y ok as aad t REGISTRAR | 24b. REGSTRAR'S GonAtoe 


Winfield, Maryland 80% Cutt f Hea 


death resulted from: 


DATE 


"REMOVAL (Spacify} 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of ble 
or its designated agent, prior to burial, cremation, or removal, 


please execute the certificate, 


To > MEDICAL E! 


23, FUNERAL DIRECTOR 
C. M. Waltz, 


VS. AISME 


5M 7/59 DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
RQ1D CERTIFICATE OF DEATH 


=a 


596 


Reg. Dist. No. 


a. Te * 
8. get 1, PLACE OF DEATH 2 ee RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

o 3 0. COUNTY b. COUNTY 

a = 

i aoe | 
< x 3 (If ovtside corpogote limits, write RURAL ond give nearest tow! 

gs 5 

0 $2 

~ £5 

eS \ 7 NAME OF HOSPITAL, {IF not in ho: d. STREET ADDRESS. e. 1S RESIDENCE 

oO Sire OR INSTITUTION ON A FARM? 

Fes Ss 4 ] yes [J No 

«@ 3 3. WAME OF ra First Middle it fost 4. pate Month Doy Yeor 

xz 37 e ~ = A e 

ae 4 (Type or print) ee E A V, Beat 19 

BS & B. iE OF BIRTH E 


‘ 


as the burial-transit permit. Then please remave carbon papers. 


6. Cotot Fy RACE |7. MARRIED [-] NEVER MARRIED 


pean a pivorceo [] = —/5 vhd ig Fs a ie 


ib. 
— 10. USUAL OCCUPATION 2 kind of work dane} 10b. KINDIOF BUSINESS OR old 11, BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 during most of working life, even if retired) f 
2 <2. Oe ly 3 A 
4 13. FATHI "Ss 3 14, THER'S MAIDEN NAME 
8 ‘ Wy { 
3 I MLA Ai 
ME 


15. WAS DECEASED EVER IN U. S. ARI FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


Ee RR Mad NTR pe lee 


18. CAUSE OF DEATH ac only one couse per line for (0), (b). ond (c)-] 


PART 1. DEATH WAS CAUSED BY: 2h Selly 
IMMEDIATE CAUSE (0)_ 
f Wis | DUE TO ‘ = 
Conditions, if ony, which rm Anti at 


gove rise to immediate 


INTERVAL BETWEEN. 
ONSET A DEATH 


isis 


that the death certificate be executed 


ires 


After thinpeertificate has been signed by the attending phys 


€ 
3 
3 
s 
o 
5 
2 
~ 
g 
€ 
£ 
= 
i 
$ 
: 
3 
x 
2 
5 
5 cause (0), stating the under- ( OVE TO 
re é 2 lying couse tost. fc) 
22 aa 4 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
ra g 5 ty cll h : ves[] NOE}" 
ais a = 200. ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. [Enter noture of ‘injupy in Port | or Port tl of item 18.) 
2s = & | OR CONTRIBUTING [J CAUSE OF DI 
22 8 & (UF EITHER, NOTIFY MEDICAL EXAMINER), 
ss E a 
ve 5 & |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Stote) 
3 5 Hour a.m. 1p While Not while factory, streel, office bldg.. etc. HH 
=. ahs = p.m. lot work [-} of work 
eels oh s 
ge ar 21. | certify that | attended the deceased fram “Yd. V___. WSL, 104 bee, Lb. , WWRL_.,that | last saw the deceased 
232R5 
25 @ % = alive an__& Leek 6f_., and that death accurred ati’430 fee the causes and an the date stated above. 
E = S Bo ‘ADDRESS {Street, city or town, stote) DATE SIGNED 
s a ACTUAL 
a3e 85 SIGNATURI MOD. MM An: hestenm fot PG ae ~%l 
cava 
Qe: ms (UH. Fo Ard U.P. MArvchest er 
a oe cin ness en 
REED 72s. BURIAL. CREMATION, Be DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 3) > town, ar county’ to} 
Lez (Seve cal & inl 
Be ee hes a a rr 
Pare Ry () (ots DIRECTOR'S SIGNAT — ADDRESS 24a. = Rea 2b. REGISSRAR'S REGIIRAR'S 9° TURE 
VS AIS (4) y)\ - {} Wy 
15M 0/57 SY [LAften f WA LV EET, lan 4 y 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


8973 CERTIFICATE OF DEATH US9b4 _ 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
©. COUNT Maeetane 0. STATE b. COUNTY ‘4 2 ‘ 


mS 


~ 


x (=. 


thd bel (4 a) 
b. CITY OR TOWN (IF outside corporote limits, write |e LENGTH OF STAY IN 1b | . CITY fe outside corporote limits, write RURAL and give necrest:town) 
e 


RURAS ond giyg/nearest town Saba » b 
Z : AO £ 7 : 
d, NAI se OF HOSPITAL (tf not in hospffol, give street oddress) d. 227 "L. e. 1S RESIDENCE 
ON A FARM? 


OR JASTITUTION 
yes [] No 


First Middle - Day Year 


SEBS ee 

(Type or print} VE ZARGETY F; va 9/7 
_ 6, COLOR QR RACE |7. married [_] NEVER MARRIED . DATE OF BIRTH 9. AGE (In yeors (UNDER 1 YEAR] IF UNDER 24 HRS. 

Zz 4 lost birthdoy) | Months] Doys | Hours] Min. 

wivowep [1] pivorceo |] 7 IF FO Sie 
z USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIQJAPLACE {Stote or foreign country) 12. CITIZEN OF WAT COUWITR: 
sueriig most of working Ijfe, even if retired) , — 
} (2/ le 
i: W, : 14. MOTHER'S MAIDEN NAME , 


15. WASDECEASED BYER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |1Z ue, jon Address 


(Yes, por unknown) {IF yes, give war or dates of service) Z 
Powe A. 


INTERVAL BETWEEN. 


18. CAUSE OF DEATH [Enter only one couse perJine for ae {b), ond (c).] ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 4 ES Li A Lh oiled 
ih pom IMMEDIATE CAUSE (o} 6 
Fo ()  outto q~ 1?-61 
Condittonspittonpetenich ee how: AcDnee rn, me 


s after death. Page 4 
y the funeral directar, 


e 


an and campiany filled 


in 24 


Pages | and 2 shauld be filed with 


after death, 


. 


4 
a papers. 


Then please remave cash 
|, and in any event, with 


gove rise to immediote 
couse (0), stoting the under- OueE ro - Gg =. Gl 
lying couse lost. ( % 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)| 19. Pe Teel Ae 


yes] Not} 


in, ar remaval 


Cr 


te has been signed by the attending physi 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not white foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [] ot work (J I 


nding physician. 


3 
2 
5 
3 
8 
g 
é 
® 
a 
2 
9 
# 
3 
g 
£ 
5 
8 
3 
2 
£ 
3 
€ 
: 
5 
a 
2 
z 
8 
@ 
2 
s 
4 
Ss 
Vv 


“cert 
MEDICAL CERTIFICATION. 


2. | certify that (1) (this sox 


saw the deceased alive an 
To. SIGNATURE 


After 
page 3 shauld be detached far use as the burial-transit permit, 


the State Board af Health priar ta burial, crema 


STAFF 
PHys. [) 


OR ATTENDING f) 
ined by the haspit 


‘22c. PHYSICIAN'S, [ ae 
NAME (Type) 


230. BURIAL, es 23b. DATE THEREOF ["= NAME OF eA LS. CREMATORY ‘23d. LO% IN (City, town, or county) ge 
REMOVAL ( Rect 
Pinot. 2 e/ | Od Ae ae 


24, FUNERAL DI es T ADI aa 25a. REC'D BY REGISTRAR ‘25b. REGISTRAR™ 'S SIGNATURE 
. AOA Molen ovTeayg 14 '61 Corte FP 


— 


RAL DIRECTOR: 


5 


may be 
TO FUNE 


TO HOSP; 


aa 
= 
> 


2 
2a 
& 
S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8994 CERTIFICATE OF DEATH LAREN es 


eal & een DR YIAND deceased lived. If institution: Residence before “i 
a G& B R ne L Ae MARYLAND “BA KY B.COUNTY PROLL 
B. CITY OR TOWN {If outside corporate limits, write [c. LENGTH OF STAY IN Ib o 


R TOWN (If LAND carporote limits, write RURAL ond give nearest town) 
We s9f give aa Wika bj Ye 


2 WE STM INS TER 


d. STREET ADDRESS 
ON A FARM? 


y OR JSTITUTION ; RE Ai eT g | W. G REE NN cy: yes [] NO 
‘ 4. DATE Manth Year 


(T) tee ne et ELDERDICE| %™ AvGUST 27 i96l 
$. SEX 6. COLOR OR RACE 7. MARRIED [Eevee MARRIED O | 8. DATE oF BiRTH . AGE (In yeors |IF UNDER T YEAR| IF UNDER 24 HRS. 


“EM ALE wit) Te wipoweb [1] Divorced [J SE PY I89b é yer alee aes 


10a. USUAL OCCUPATION {Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


“ROUSE ‘of warking Ww ie if retired) M Pp RY LA VD UNITE Dp STATES 


13. FATHER'S, OU SE ie MOTHER'S MAIDEN NAME 


HARRY ry re MELE Jewnie Sm )TH 


wal 


ofter death. Page 4 


d. We OF ed) (If not in INST Fi K_ address) e. IS RESIDENCE 


& 


een signed by the attending physician ond campletely filled in by the funeral director, 


in 24 tg 


Pages 1 and 2 should be filed with 


1S. WAS DECEASEDEVER IN U. S. 7 FORCES? |16. SOCIAL SECURITY NO. AY val Addres: 
ie [eeprom oie Mise DoLoTHy ELDE D G 
f\ 
1B. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and {c)-] INTERVAL aeTWEEN 


SET AND DEATH 


Paar PEATE MES RE in MALIGNANCY }N 
- \ if any, which id A | I Y. 3 NE JLTRATION 


gave rise to immediate 


Then please remave carbon papers. 


“LIVER | 2 YEARS 


CIAN: The low requires thot the death certificate be executed, 


= 
3 5 DUE e 
a cause (a), stating the under: 
ets ik coma Zz ABETES MELLITUS IZ VEARS 
a 8 rf Part Hl. OTHER SIGNIFICANT ane CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. SA oe 
y i= 
= 3 3 yes] No] 
re = 20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il af item 18.) 
ee) i OR CONTRIBUTING (1) CAUSE OF DEATH 
2 2 U | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
z 
v 
2 
= 


20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn} (County) (State) 
Hour oo, m. While Nat while factary, street, office bldg., etc.) | 
p.m. 19 Jat wark [J at work [1] 


21. | certify that | attended the deceased fram, AUGIST }' Zp ive olay ATG ETT that | last saw the deceased 
alive an GUST 26, i and that death accurred at. 7M, fram the causes and an the date stated abate 


x _ ADDRESS (Street, city ar tawn, state) ATE SI 
anol 9S Wolbiver ... 19 RIDGE RaAD ae 27/6 
mueuns DAME L T-. WELLIVER WESTMIW STMINSTER 


. 


TO FUNERAL DIRECTOR: After this €er' 


— 


ACTUAL 
SIGNATURE 


OR ATTENDING 
ned by the haspi 


G 


the registror prior to buriol, cremotion, or remaval, ond in ony event within 72 haurs after death. 


page 3 should be detached far use as the buri 


a8 720. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) (Stote} 

2. ~ EMOVAL (Specsy) 1 2g /P Ls Po) = 

oF : PL) ta 4 ‘ bs af Lh 2 LAVEA, EPIL oop LEPCEVPLAO SEA CLE 
(S 9 23. ENERAL DIRECTOR'S SIGNAAURE 5 2ho. FELD BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS AIS (4) \] S , ABE 31» 

15M 9/58 y Ale Bl Ortbua £ Fisng ————— 


___ MARYLAND STATE DEPARTMENT OF HEALTH BALTIMORE, 18 
9975. ."° CekTiFICATE OF DEAT’ oj. vit wn SOG6 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institutian: Residence before admission) 


a. ae RROLL ‘ MARYLAND % IERVLB LD eu CHRO Cet 


¢) 0 Z| > CITY. OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAYIN Ib [l _¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
) 


WESTINNSTER RRAL | ¥YONTHSP] WESTIUYSTER 


d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET At 1S RESIDENCE - 
OR INSTITUTION : 5 i 4 REE s! ON A FARM? 


| MELDDOWVIEW NURS C- f16 0 fx LUGLY STBELEF- Yes C]_No 


3. NAME OF First Middle } 


lost 4. DATE Month Doy Yeor 
% DECEASED = OF / 
7 | _tretewee BLANC HE E 


vs after death. Page 4 


GLAR Bea a, £ li, ‘96/7 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIEO [_] | 8. DATE OF BIRTH ax {In years [IF UNOER 1 YEAR| IF UNDER 24 HRS. 
E 


= birthday) Mi 
7 WIDOWED [4 Divorced [] nee 


QV 22-1979 | BB 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Slote or foreign cayntry) 12. CITIZEN OF WHAT COUNTRY? 


in 24 


Pages 1 and.2 shauld be filed with 


a 


icate has been signed by the attending physician and complerely filled in by the funeral directar, 


page 3 should be detached far use as the burial-transit permit, 


) 
g during mast af working life, ev etired) 4 
3 YD WiFe” lowe fo ME LEWD OP a 
8 13, FATHER'S NAME 14. MOTHER’S MAIDEN NAME 5 
$ JOWUNW f7 [fooNS USS OLRL  S/4ANN 
& pes ee io EER NG ge eee reer 16. SOCIAL SECURITY NO. INFORMANT Address 
No _| LONE LG LDL LF 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). ond (c}-] ONSET AND 0 
PART I, DEATH WAS CAUSED BY: a eee 
in IMMEDIATE CAUSE (a) 


a x Be - 
/ f DUE TO tb } 46 Ae 
Conditions, if ony: which (o 2 
gave rise to immediote 
couse (0), stoling the under. ( DUE TO 
lying couse last. 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} 


Then please remove carbon papers. 


19. WAS AUTOPSY 


PERFORMED? 
ves [[] No 


200. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part II af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Sr femaval, and in any event within 72 hours after death. 


( 


NCIAN: The law requires that the death certi! 


attending physician. 


MEDICAL CERTIFICATION, 


3 f20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0, m. Seana Selous foclory, streel, office bldg., etc.) |. ; 
‘ p.m. 19 lot work [] ot work [] ' a 


21. | certify thay | ae deceosed from___. FF __ Se) WOR, oD big t Bo) ef_,thot,| last sow the deceosed 


ond thot death occurred ot_@e 


from the causes ond on the dote stoted obove. 


olive on__ 
ADDRESS (Street, city ar town, state DATE SIGNED, 
> a gle! 
SIGNATURE ¢ a7) La Ov YES fog ¢ > ie fs 
7 = Fo 
F a 
wren LOC OTe nw els MY py BslmlnsTeR jel, 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) (State) 


ae 9 | aye 14-196) PIPE. CREEK CARROLL (Gs) L072 


RAL DIRECTOR'S SIGNATURE 24b. REGISTRAR'S SIGNATURE 


23.,,£U' ADDRESS: a lee REC'D BY REGISTRAR 
a9 OW) Aans edo he Dhulbendderr) ode AUG 15 '61 Cather of Katun 


the registrar prior to burial, cremation 


oT MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


8976 CERTIFICATE OF DEATH SDH 


“i ee 

oy Pi 1. PLACE ie FEA 2. usual mA deceased lived. If institu idence before. admission) 

2 3 aveoos MARYLAND b. COUNTY 

i oO 8 b. CITY OR TOWN (Ifyoutside corposate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR Lee. f outside, corporote rare write RURAL ond give nearest town) 

8 8 RU give peGrest tay S 

> S52 

CES , 7 

2 22 d. NAME OfFHOSPITAL (If na! in haspitat, give street address), d. re ear e. IS RESIDENCE 

oe gous OR INSTAUTION ON A FARM? 

@: Z ves [NOD 

d we " ——— ~ 
5 NAME OF First Middl. Mi Ye 

S omy Nae ‘ ira iddle MY Lost ess Day ar 

Sag Cpe rin vd Ase MAN | 7 __ sey 

EF 2 7. LLA NEVER MARRIEO [] | 8. cr OF BIRTH RIF UNDER 24 HRS. 


fs = 7 
if UNDER TVEA ARS. 
LE27 ES oy) | Manths] Doys | Hours] Min. 
yes. 


11, BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 


SEX 6. COLOWOR RACE 
; 
Viti wipoweo [[] Divorceo [] 


10a. USUAL OCCUPATION (Give kind pf work done| 10b. KIND OF BUSINESS OR o 1 Bez 


durin of working life, eypyAt retired) 
14, MOTHER'S MAIDEN NAME J Zp 
Ty Pe DECEASED EVER IN U. S. ARMED FORCES? |16. Wore. SECURITY NO. | 17. INFOR! Address 
“a9” (IF yes, give war or dates of service) : / a x, Z S Ly 
1B. CAUSE OF DEATH [Enter only one couse ah fon (0), (b), ond (c).. 
PART I, DEATH WAS CAUSED BY: Coy bis 
IMMEDIATE CAUSE (co) 


oO oO DUE TO 


Conditipns, af ony, which ® 
gave rise to immediote 
cause (a), stoting the under. ( OUETO 


m 


te has been signed by the attending physician and compiemmy filled 


13. FATHER'S NAME. 
e 


INTERVAL BETWEEN. 


ONSET AND DEATH 


Then please remave corban papers. 


, cremation, ar removal, and in any event, within 72 haurs after death. 


The law requires that the death certificate be executed, 


— 
3 d. 
a 
evs lying couse tost © 
286 iS Paxr Il. OTHER SIGNIFICANT CONDI [NG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTORSY 
£ z 5 Yes not] 
~ O52 © [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Ii of item 18.) 
oe & [OR CONTRIBUTING LC] CAUSE OF DEATH 
zee & | GF EITHER, NOTIFY MEDICAL EXAMINER) 
Se ws = SSS SS 
Zsess & }20e. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — ]206. PLACE OF INJURY (Home, form, | 20f. (City ar town} (County) (State) 
‘ 2 yD g aba atid eri iar foctory, street, office bldg... etc.) | 
y = es = p.m. 19 jot work [] at work ! 
OE 525 : ; r 
< z3 oo 21. | certify that (I) (this ng / tended the deceosed from.______ LE. f. gee. 16 AAG: 9 , that (I) (we) last 
z 3 , 
of <fe saw the deceosed alive an__7 /%_-") ___ 19% {, and thot death accurre , from the caus@s ond an the date stoted above 
HeSS8 Zo, SIGNATURI " 22b. DATE 
<s5°= | Kal” wp. |AENDIN MED, SAF sion 
wows f .D. ‘CTOR h as 
0252 E 7c. PHYSICIAN D = ae 
A, 2 (Type) ¢ 
ae o £h 
qe WAKL_E. HA Z 
PS a ee es LE a EE ee 5A 2 ee A 4 te Me Lock Dome 
Boge. 23a, BURIAL, CREMATION, e DATE ia ic, NAME OF C, “thu CREM AEST ity, Joup, oF county) {State} 
2 =D a2 REMOVAL (Specify) al \é, : “Les 4 
2 
ofo t= 
= - 24. FUI cTOr’s eo beige 7 aie 2$0. REC'D BY REGIQSRAR | 2Sb, REGISTRAR'S SIGNATURE 
VR AIS (4) oe 61 Onihun J Mane 
TSM 9/59 "Laide oateRUG 19 a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 977 MEDICAL EXAMINER'S CERTIFICATE OF DEATH _USSBS 


HEALTH DEPT. 


10a. USUAL OCCUPATION {Give kind of work 
done during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


7. PEACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Insillution: Residence before admission) 
2af SEH e. STATE b. COUNTY 
ee: Carroll _ __MARYLAND | Maryland Carroll _ 
out b. CITY OR TOWN (if outsi orporete limits, | ¢. LENGTH OF STAY IN tb c.CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
35 write RURAL end give neerest town) | y 
ne Sykesville == ——s—_s|_tyr's.2mos.2@days*. _Finksburg Pel ae 5 
ra ‘ d. NAME OF HOSPITAL OR INSTITUTION (if not In hospifel, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
2s a 15 A y) ON A FARM? 
sgo-'-| Springfield State Hospital __ il . ves (] No fe 
a 3 3. NAME OF Vite” . = = dies, os = Last “Month ‘Dey Yer 
220° DECEASED 
= 
oe weet Morrill Preston _ Greene _ aTH August leet 12a 
5 qi 5. SEX 6. COLOR OR RACE|7, marmieD [-] NEVER MARRIEDGE ] | 8. DATE OF BIRTH FAG tn years |TFONDERT YEAR TF UNDER 24 HS. 
> as i Months! Deys | Hours | Min. 
BEA Male White | wrowe[] pore] | March 2, 1896 65 yn. | | 
Gye = 
N 
K 
= 
= 
Ed 


Wood-worker — 5 - Maryland U.S.A. 
i 13. FATHER’S NAME VW MORESMACEN NAME ok oo 
| Lewis Greene Catherine Allgire 


‘IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yes, no, or unkown) | (Ifyesgive werordetesoft service) 


__No - Laas | Springfield Hospital Recprds. = 
|| 18, CAUSE OP DEATH [Enter only one cause per line for (a), (b), end (c).] i _ = ; > ae ~~ INTERVAL BETWEEN ‘i 
PART |. DEATH WAS CAUSED BY; tat licaly (peg 
 _MAMEDIATE CausE (o]_Asphyxia due to_occlusion_of_the—larynx_byfood.—|—Minutes.— 
Py =a = DUE TO 
‘ 
Conditions, if eny, Which (b} 


geve rise to immediete couse 
(a), stating the underlying DUE TO 
cause lest. tel, = 
CE awe Sans eine ees CONTRIBUTING TO. ATH NOT ithe hg re ce : aia GIVEN IN PART i(2) 1, be ta ue 
-B.S.assoc LS wu, ive aso ler witho ‘yin, Tas€. —— 
Fracture of the sat with subdural and e endrrhage Yes FEAT NOE] 


SUNG 2 
206. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of Infury In Part I or Pert I of item 18.) 
PRIMARY [] or CONTRIBUTING [] 

CAUSE OF DEATH. 


20¢. TIME OF INJURY Month, Dey, Yeer 


ing” in Bencil in item 18, Give Pages 1, 2, 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3, Page 5 may be retained for you: 


eA 
a 
iC 
3 
3 
= 
x 
“ 
= 
= 
Fa 
3 
3 
3 
8 
z 
A 
a 
2 
ra 


20d. INJURY OCCURRED 
While __Not While 
it work ork 


Oe. PLACE OF INJURY (Home, farm, | 208. (City or town) = (County)  —~—«(Steta) 
spi panel office bl )! 


ospital | Sykesville Carroll M 


writing the word “pet 


MEDICAL CERTIFICATION 


9 


Me 


« 
4 f ) | 21. I certify that | took charge of the remains described above, held an Autopsy Inspection {X, inquiry ¥). and in my opinion 
; death resulted from, Natural causes ah Accident ia Suicide ‘ca Homicide oO Undetermined manner oO 
/ CHIEF MEDICAL EXAMINER [_] 
pea / eee, 
pabhe 8 & s Py ap, ASSISTANT MEDICAL pape fs DATE SIGNED 
x DEPUTY MEDICAL EXAMINER 
-)| EXAMINER’ 
NAME (Type) James T. Marsh » MoD. Address (Streat, clty, town, of county) _ 18/ (1/61 


22€. AME OF CEMETERY OF-EREMATORY “{State) 
zh 


22d. LOCATION (City, town, or country) 
7 . 


or its designated agent, prior to burial, cremation, or removal, and in any ev; 


22a. BURIAL, CRE "| "22b, DATE THEREOF 


OVAL (Specify) 
Bepeage | Sf Hed 


GE ADP) LIPPL A: 
ab, REGISTRAR’S SIGNATURE 


care AUG 3 ‘61 Onithun f Gaus 


TO m MEDICAL EX) 
please execute the 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION % aye RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH US969 _ 


5 


s Wy = _ = ~~~ 

ie ‘s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 

a te e. COUNTY e. STATE b. COUNTY 

5 gn Carroll _Manytanp || _ Maryland _ Balto, City 

= = us b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN tb €. CITY OR TOWN {If outside corporete limits, write RURAL end give nesrest town) 

+t FSG write RURAL end give neerest town) a 

lS ‘ Sykesville ____|5yrs.2mo,l4dys. _—~Baltimore 6— L } 

= pas d, NAME OF HOSPITAL OR INSTITUTION [if not in haspitel, give street eddres:) ‘d. STREET ADDRESS 1S RESIDENCE 

=. 22. = ON A FA\ 

P ____ Springfield State Hospital __ | 5906 Gedonia Avenue ves [-] no Bd 

id I a le Re First Middle Last 4. DATE Month ‘Day ‘Year 
OF 

g Sy |e Helen Theodora Greller veatH ~= August 2 19 61 


2 
ro 
& 
S 
S 

3 
CF 


¢ 
o 
oo, 
® 
Be 
8 83 5. SEX 6. COLOR OR RACE] 7, MARRIED [Eg Never MARRIED “8. DATE OF BIRTH a Reedy a IF UNDER ¥ YEAR| IF UNDER 24 HRS. 
2 = Months] Deys | Hours] Min. 
. 8 Female White WIDOWED DIVORCED November 28-1908 _ 52 ys. | a | 
3 ge? 10s. USUAL OCCUPATION [Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | #2. CITIZEN OF WHAT COUNTRY? 
= 238 done duting most of working life, even if retired) 
3 
Foe bie Housewife = - = + |" *AMepylends. — 13 | U8,4, 
Gr dige 13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
ey oe 
g $8x Joseph Honacki | Frances Modrak 
oe 5 a Was ere Bas IN U.S, sus Fy Sa 16. SOCIAL SECURITY NO.| 17. INFORMANT call x < Address = s. 
ee oe ‘es, no, or unkown) | (Ifyes give wer or detes ofservice) F 
= en 3 re eg Ses ee 21h-16-8932 | Springfield Hospital Records Ee 
fetes 18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end (c).] "INTERVAL BETWEEN 
Bes ES PART ILDEATH WAS Causso.RY Acute myocardial infarction, cause unknown, Pe ea 
A a , a Se eae zi pee = eae = 
gee 38 \ curro Possibly spasm of coronary arteries. ‘Minutes, 
z2cke Conditions, , whieh (b) 
ees geve rise to Immediete couse a; 
#225. (0), steting the undeslying DUE TO 
S Zee couse lest Sie Peete ae j : 
z 6 ota Zz PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA 
Sas 42 2 Ss PERFORMED? 
OGE o. <| Involutional psychotic reaction. Diabetes Mellitus. * yes &} NO [J 
B25 5 = | 200. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert lor Pert Il of item 18.) z : 
ia Pe gid & | OR CONTRIBUTING [] CAUSE OF DEATH 
aetes & | (lf EITHER, NOTIFY MEDICAL EXAMINER) 
a> 2S  |a0c. TIME OF INJURY Month, Dey, Veer) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 2Df. (City or town) (County) 
% Soa 3 ‘Hoi tial While __ Not While factory, street, office bidg., etc.) | 
e fae ro cE] an 1” et work [_] ot work ' 
Ege 
HoORs 2. 1 certify that (t) (this hospital) attended the deceased from. 5n25e 1956, to. : « 19QL., that (I) (we) last 
BeeLs : Out 
Ce.) cS of saw the deceased alive on 8-9=19.61,., and that death occured 3172.30, Bedm the causes and on the date stated above. 
32 / = 
6 BRao 7 aa ATTENDING MED. STAFF 22 aS 
at og Pe A Mp. | PHYS. [1 opirector [} puys. om ’ 8-9- 
% o a Se 22. PHYSICIAN'S ~ | 22d, ADDRESS 
=: as NAME [yp] Na ed. sal, M.D. Springfield Hospital, Sykesville, Md. 
is he cc EE A EP, AE ed ee = 
Gx 523 23e, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, fown oF county) (Stete) 
bod caer Aa} REMOVAL (Specify) B 
oes \ 4 \-1961 | Gardens-of Faith——- o.._Maryland— 
ve AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2Se. REC'D BY coer 2Sb. REGISTRAR'S SIGNATURE 
15M 9/60 sy 2401 Bed R \ one 14 °6 Onthun 8, Haiti 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


8979 CERTIFICATE OF DEATH USI EL) 


and 


) x 


~ ye ; 
2 raed 3 ee Tae id 2 a Le (Where deceased lived, If institutian: Residence befare pale 
= Fs 4 MARYLAND || * egos 
a. ¥- Carroll Maryland 

£ By b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF avtside carporate limits, write RURAL and give nearest tawn) 
8 os RURAL and give nearest tawn) “4 
fees Sykesville 22 days = 
roa ee d. NAME OF HOSPITAL (If nat in haspital, give street address) d, STREET ADDRESS @. IS RESIDENCE 
oO oe f eB OR INSTITUTION ON A FARM? 
@: 2 Springfield State Hospital 400 Bayside Drive ves []_No & 
2 5 3. NAME OF First Middle lost 4. DATE Manth Day Year 
= Br. ' 
a 3€ (Type or print) Lillian Shultz Grumbach] oceata August 20 19 61 
¢ 
3 ae 5. SEX 6. COLOR OR RACE |7. MARRIED [SE NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
@ oe Femal Whit last birthday) [Months] Days | Hours] Min. 
3 af ‘emale @ _|winowp OQ _oworceoO] January 5, 1896 65 ys. 

a ra 100. USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 

gs during most af warking life, even if retired) 

ee Housewife - West Virginia S.A. 

8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Frederick Shultz Celia Snider 
15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, #0. or unknown} {If yes. give war or dales of service) 
No | - - Spri: e 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (6), and (<)-] 


PART |. DEATH WAS CAUSED BY: = . 
y IMMEDIATE CAUSE (a! Ar teriosclerotic heart disease 


DUE TO 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Years 


Then please remar 


Asien riots x Generalized arteriosclerosis | Years 
gave rise to immediate 
cause (9), stating the under- 


igine ves area a Acute pulmonary embolism | Minutes 


DUE TO. 


ificate has been signed by the attending physician and compievemy filled 


ICIAN: The law requires that the death certificate be executed 


ie. 
o 
i 
> 
z 
& 
= 
U0 
= 
5 
a 
Gree 
aes 
3BES Zz Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{a}]19. WAS AUTOPSY 
g8i¢ ie} eae PERFORMED? 
feos 3|C.B.S. associated with cerebral arteriosclerosis, with psychotic reqction sm NoO 
POZE “wha, | | 200. ACCIDENT WAS UNDERLYING E]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
ate al & | OR CONTRIBUTING LC} CAUSE OF DEATH 
gees G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Bs & ]20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) (County) (State) 
of g Hai ee wa 9 Mite, eh factory, street, office bldg., etc.) | 
2 Se Ee ee 19 Jat wark [7] ot work H 
Pare ; ; 7 
2 Soa 8 21. | certify that (I) (this hospital) attended the deceased fram.__________ 7-2: 7 1281, t0 eee £-20—, 19.61, that (I) (we) last 
ao eo 
oo Bae saw the deceased alive an________! 8-20-1961 and that death accurred atl: 20 feomaihe causes and on the date stated abave. 
E=o3 & | 220. SIGNATURE ‘ 2b.DATE 
Pes ATTENDING MED. STAFF 
San 5 Lets del Ca ob. M.D. | PHYS. DIRECTOR PHYS. I $~20-61 
0225 z y = 22d. ADDRESS 
2 5 
°o 2 
@ Agustin del Campa, M.D, Springfield Hospital, Sykesville, Ma... 
Baers 230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, ar county) (State) 
iz 
2323 furfat” 8-24-61 Mead i Dorsey, Maryland 
eof 3 — eadow Ridge 
De y \ [2a FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
\ Y 
VR ANS (4) \) | Ullrich Funeral Homes, Dimdalk, Md. vate AUG 2 g 61 nthe £ Koauh 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
3 t CERTIFICATE OF DEATH upc S9T1 


‘ 
ag 


uh rela wp (Where deceased lived. If institution: Resic ¢ before odmission) + 


ROLL MARYLAND |= WAR yZ ay p> COUNTY E dp - 0 = 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 


RURAL and give ra fown)} 
s Via CU sey’ > i 
| d. STREET ADDRESS ©. 1S RESIDENCE 


<3. NAME OF ari (if not in hospitol, give street address) 
ON A FARM? 
7 Py 2 a 
ELLA LHKAMANWA LIVE: 


OR UNSTITUTION ns 
Yes J No a 
3. NAME OF Fi Middl 4.0, 
J] >: RANE OF inst idle lost DATE Month 


ede = Aye OsAtie KNKEBECA ALBERI Dear LUEUET. ra Wes 2 


6. COLOR OR RACE |7. married L] NEVER MARRIED [] | 8 Se OF BIRTH 9. AGE (In yeors [IFUNDER | YEAR| IF UNDER 24 HPS, 


1 [\. PLACE OF DEATH Of DEATH 
©. COUNTY 


= the funeral directar, sd 


Then please remave carbon papers. Pages 1 and 2 should be filed with 


the registrar prior ta burial, crematian, ar removol, and in any event within 72 hours after death. 


in 24 haurs ofter death: Page 4 


= ; lost birthday) [Month i Mi 
= WIDOWED re bivorced (] ZB. 4 a 1. ee a 
2 Oa. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during jost of working life, even if retired) . Y/ 
g FLOUS£E L Li LOE JLARIZALP US 
es 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
is ip LZ WV , 
; ) Wirwant Lt, Lye SARA VANE Vee 
= 15. WAS DECEASED EVER IN U. $. ARMED Foner 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(¥en, no, or unknown) (tt yes, give wor or dates of service) 
pa, , 
LAD = Pa Hees in I Le 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c]-] . INTERVAL BETWEEN 


> ‘ ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: . 
IMMEDIATE CAUSE (0) the Ze Le arlur el eae 4 tw i 
L } Be ptr 5 yaa 
F- Cyc 
Conditions, if on, Which ) Seat c g f A f 


gave rise to immediote Le 


4 
coure {0}, stoting the under. ove 10 Spee . aio le hag s f, i 6 ane b 4] 
pes pAASS HAA Me 2 3 


lying couse last. w_4 


rtificate has been signed by the attending physician and camp! 


IAN: The law requires that the death certifi 


@ 
4 
& 
So 
86s 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
> =~ ra 
£5 s yes(] nol] 
aoe = | 20a, ACCIDENT WAS UNDERLYING [|] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of fiom 1B) 
are & 1 OR CONTRIBUTING L] CAUSE OF DEATH 
eee & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
vats & [20c. TIME OF INJURY Month, Day, Year [ 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (Cily or town) (County) (State) 
i g r=) Hour a. 1. While Not while factory, street, office bidg., etc. 
awe? = Pim. 19 fot work [J of work [J H 
OErd E ; 
ess 21. 1 certify ng tent the deceased from___/_ 3. vpaek., 198, 10. yh _--. WEL that | last sow the deceased 
iH : 
of = 4 alive on__. oe} 12% _, and that death accurred at./-0P. ~M, frém the causes and an the date stated above. 
Fess ~ v ADDRESS (Street, city or town, stote) 
<56% ACTUAL : 
eve oO SIGNAT = 
Ofes 
22 PHYSICIAN'S 
Lr | NAME (Type! ’ 
8 33 ‘. To. ELM CREMATION, | 22. OATE ase ac. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or county) (Stote) 
BD. 4 ad a” 
Zee LAT. VVG_8, JOLI\ FRUO REZ. CERI | LIRESVILLE,, APL, 
ofo 
- 2 ar RAL DIRECTOR'S sour _ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
YS ANS (4 - ’ 
Yay ee Cd Lie fs cate AUG 1 0 61 Leviton ka 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


8981 CERTIFICATE OF DEATH 08972 


S 
a 


21. | certify that (1) (this haspital) attended the deceased fram_Angust 2,__. 1941, to August 23,., 19.41, that (I) (we) last 
saw the deceased alive on. August 23,1961. and that death accurred at_JL_RM fram the causes and an the date stated abave. 


22a. SIGNATURE 7 ‘2b. DATE 
- (ppt al lef ob wo [gpone BiReCTOR é 8/23761 
NAMM (Type) D, 


OR ATTENDING PI 
ned by the haspi 


el 


22d. ADDRESS 


5 
a 
2 
3 
3 
5 
2 
2 
ea 
é 
g 
e 
as 
oe 
3 
a3 
<2 
ee 
& 8 
23 
Yo 
z 
«2 
CE 
3 
: 2 
4 
° 
° 
a 
8 
a 


Agustin delCampo, 


“ 


sé 
& 3 e 1. Le Sea 2 ustae RESIDENCE (Where deceased lived. If institution: Residence before admission} 
5 oy °. ° b. COUNTY ‘ 
2 £9 Carroll MARYLAND Maryland C Vv 
32 arroll 
= Boe b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN ([f outside corporote limits, write RURAL and give nearest town) 
€ tt \ por 
B so RURAL a8 give negrest town) ‘ 
3 $2 esville 21 days =/ Westminster 
2 22 d, NAME OF HOSPITAL (If nat in haspitol, give street address) d. STREET ADDRESS . IS RESIDENCE 
Sat y OR INSTITUTION ON A FARM? 
@: 5 Springfield State Hospital ) None yes 1_No fg 
2 “a 6 Ky een ee First Middle: Lost 4, DATE Manth Day Yeor 
See : 
ag 36 (Type or prin!) Norman Jacob Hape deatH §= Angust 23 9 61 
@:: ‘S, SEX 6, COLOR OR RACE |7. MARRIED [AM NEVER MARRIED [7] | B- DATE OF BIRTH 9. AGE roses rasa 1 YEAR| l— UNDER 24 HRS. 
‘ ¥ fonths] Doys | Hours | Min. 
Oe Male White —|woowo —ovoro | May 18, 1893 687. 
2 — a Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 z ( 
g 9 a 2 during mos! of working life, even if retired) 
8 zest ainter - Maryland U.S.A. 
g oBk 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
s < 
55 
2 22 Jacob Hape Barbara Ann Smith 
see 8 * 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= a& § (Yes, ieee ( yes, give war or dates of service) 20 og $ ringfield H ital R ds 
8 of? - - p ospital Recor 
ee ae gat 
> 28e 18. CAUSE OF DEATH [Enter anly one couse per line for (9), (b), ond (c).] INTERVAL BETWEEN 
= eal oJ ONSET AND DEATH 
ie ae PART I. DEATH WAS CAUSED BY: . . : 
pebe ee IMMEDIATE CAUSE (o)_ Multiple arterial occlusions Days. 
5 SFE L4y = pete 
2 = wt sie 
are Conditibfs, 1F any. which »_Arteriosclerotic cardiovascular disease Years 
o Ms i} gove rise to immediate 
3 6286 cause (0), stating the under. ( DUE TO 
g g "a 3 lying cause lost. () 
2 we 3 e 3 Parr Il, OT! Raa oe Soares CONTRIBUTING TO DEATH. a JOT RELATED TO JHE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
SE5z5 =} Chronic Brain Syndrome. ‘uimon uuberculosis. Peony ay 
eette |: Cm 50 Nom 
eras « f= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 1B.) 
Zoo 5 a JOR CONTRIBUTING [) CAUSE OF DEATH 
atgei_ | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ssets = 
— Pe ee - 
o 5 & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (Stote) 
4 3 8 Note Se. White Not while foctory, street, office bldg., etc.) | 
- = p.m. 19 Jot wark [J ot wark 1 
5 
& 
= 
8 
= 
fe 
5 
2 
° 
3 
a 
2 
a 
2 


a8 3 | 230. BURIAL, CREMATION, | 236. DATE THEREOF 

Q 32 \ MOVAL (Specify £ ‘2 Ln 

2 2 Nn \ 24, FUNERAL cay SIGNAAURE - : 
‘ane SY) 2 igo pn Lilet, edd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


owl 
a 
\ 


FP ‘ Oye 
< -e dds p' ‘eg. Dist. No. 
b 2 1. PLACE OF DEATH = Che pee (Where deceased lived. If institution: Residence before admission) 
EP 
& £3 COUN marviano || % b. COUNTY , 
o2 2 OQ Ma and Carrol 

oS 3 o b. CITY OR TOWN (IF outside corporote its, wrile | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
g ss RURAL ond ig nearest town) 
% $2 tt. Airy XX Mt. Airy 
2 gS ‘2 d, NAME OF HOSPITAL (IF nat in hospital, give street address} d, STREET ADDRESS e. IS RESIDENCE 
Fey =e . OR INSTITUTION Py ON A FARM? 
'¢: A Paradise Ave j Paradise Ave, ves C] NOX} 
°° = ’ ~ s 

oO 3. NAME OF First Middl lost 4. DATE af 
S ce ee irs iddle rm Be Manth Doy ‘ear 
ree {type or print} Lero Harrison By Se Aug. 16 1961 

5 

2 


S. SEX 6. COLOR OR RACE | 7. MARRIED 2} NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) ae 
White wibowep [] pivorcep [] 2 906 55 or. 


a ae cscamnen (Give kind of work done{10b. KIND OF BUSINESS OR INDUSTRY a aU (State or Foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 


‘ 


ate has been signed by the attending physician and camp! 


Track foreman Railroad Mt, Airy, Md, USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Oliver R. Harrison Clara E. Rider 


Ss. WAS DECEASEDEVER IN U. S. ARMED FORCES? 17. INFORMANT Address 
(Yes. no. o¢ unknown) UIE yes, give wor or dates of service) 4 
No P16+10=1 96 Mrs Mabe E, Harrison Item 2 
i 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b}, and ().] INTERVAL BETWEEN 


se ae eee. 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


Then please remove carban popers. 


j 


IAN: The law. requires that the death certificote be execute 


£ 
3 
no) 
3 
‘3 
s 
° 
2 
Nn 
g 
© 
2 
Fs 
< ) 
3 / J DUE TO 
#2 Conditions, if ony. which “i Sh wede ter hele’ 7 br 
Es gave rise 10 immediote 
gs cote (0), stating the under ( OUE TO 
€ 22 lying couse lost. (¢) 
a ® bs $ Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia) | 19. Seagal Net 
> 2. 9 if 
S905 3 ves] not] 
oes = 1200. ACCIDENT WAS, UNDERLYING F]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por I or Port 1! of tem TB) 
s S & | OR CONTRIBUTING LJ CAUSE OF 
Gt 2 a re) fre EITHER, NOTIFY MEDICAL EXAMINER) 
= = 
gs & [20c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or lawn) (County) {Stote) 
N 2S B Hour a.m, While Not while foctory, street, office bldg., etc.) | 
ame § = p.m. 19 fat work [] ot work a7 H 
Oats 5, 
Seste 21. | certify thot I attended the deceased from L244 Ale, 1947, t0. houses »LG__, 196 Z,thot t tost saw the deceased 
-5SEts 
8 cat ei % 4 alive on__. S/ilesy = 1wke/ , and thét death occurred ot _. ene ----M,“from the causes and on the date stated abave. 
2035 RES Lig oF fawn, stote) DATE SIGNED 
<355* ACTUAL Fie Lm ~ a 
axpeed SIGNATUR! WO a eee eee 
Oe. 5! Q 
2 Bs PHYSICIAN'S 4 
ee: z NAME (Type! -’M. VanPoole Se OE ee ee 
S38 Ze > [220- BURIAL, CREMATION, | 20. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {(Stote) 
oon AN FEHOVAL Gore Specify) 5 " 
Abate Pine Grove A ute 
ee Y) 23. FUNERA' gots SIG, ADDRESS 24a, neg DY FA ‘db, REGISTRAR'S SIGNATURE 
V5 AI Damascus, Md. [ove Antler £ Ky 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


8983 CERTIFICATE OF DEATH £074 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence béfore edi 7 


S52 a. COUNTY a a. STATE b. COUNTY av 
gz 2% $—- errolL ,, __MaayLAND || Maryland =a t3more City 
tetas) b. ITY OR TOWN [if outside corporate limils, ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN [If outside corporete limits, write RURAL and give nearest lown 
ee write RURAL and give nearest town) * VY ¢ / rs ¢) 
we Sykesville Yrs.I Monith|___Balt4imore City ._ => V_ 
= poe d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, giva stract address) d. STREET ADDRESS 1S RESIDENCE 
== 0 1 A FAI 
= A Ta ai Sa te te 3 7 ‘: 
= ringfield State “ospital =| 190 BE, Hoffman St. = SEE 
2a NAME OF First i Last 4, DATE Month Dey 
3 22 pies a OF 
Fy i 5 
g 28 (Type or print) ___James Havlik _ DEATH ‘ 19 
§ SEX 6. COLOR OR RACE) 7, MARRIED [] NEVER MARRIED [RQ] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER YI % IF UNDER 24 HRS. 
q ra ss a _ las birthgay) yea) Hours Min. 
8 Male White wivowed [-] —_—bivorcep [_] Sept.26 1906 Sh ve LTE 26 + 
g TOs. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY] ii. BIRTHPLACE (County @ Slolo, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
a dona during most of pee lita, even if retired) Ua 
& ‘ 3 4 , 
5 Shipyard “orker Austria (Hungary) Austria 
@ 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
. : > . 
2 Havlik, vanes Annie ?? So 
cs 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Address 
$s {Yess ng, on unkown) | yergIvewarordalerofeervice) 
= 


__215-~99-),832_ __ Springfield Hospital Jiecords 


‘18. CAUSE OF DEATH [Enier only one ceuse per line for (e), (b), and (e).] | INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (a) B, lateral Pulmonary Tuberculosis -s#ar-Advanced—_|—Yearg—__—_ 


Q 0 a> 4 DUE TO 


Conditions, if eny, which (b) 
to lnmediete couse 


| or attending physician, 


L DIRECTOR: Affer this certificate has been signed by the attending physician an: 


geve 1 
(a), stating the underlying [DUE TO 
cours last, (c) = 

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19. WAS AUTOPSY 


_|es (1 yo F 


200. ACCIDENT WAS UNDERLYING (7) 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury In Part | or Pert Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY __ Month, Day, Yepr. | 20d. INJURY OCCURRED 
Hour a.m > While __Not While 


PHYSICIAN: The law requires that the death certificate 


¥ the hos 


20e. PLACE OF INJURY (Home, ferm, ' 20f. (Clty ortown) (County) —~—~—~*( Siete) 
factory, street, office bldg., etc.) | 


f Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


tached for use as the burial-transit permit. 


MEDICAL CERTIFICATION 


2086 ae ‘“ ” jet work [ ] et work | 
He 33 21. § certify that {!) (this hospital) attended the deceased from....2f20/5,6 iS " D.4y that (1) (we) last 
eZUZo | saw the deceased alive on... BAL9, th occured at + from the causes and on the date stated above. 
ase es 228. SIGNATDRE 2b. DATE 
Cibo: SR Moon OAM pneuat To EE 
ee £ : 7 i ; 
ot Ge eo PMc had 22d. ADDRESS 
he KR weir fur lact MN. Suyukenseal O77 - 8 |. ee St 1 eee 
ae a 83 2a, BURIAL Lies 23b. DATE THEREOF Fr NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {State} 
oho REMOVAL. (Spacify) Z 
otoss ‘Buriat 8/22/61 | Holf Red 
Pee a) ees DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 
1544 9/60 : Schimunek Funeral Home dne. UG 22 '61 ~ 
"2001 B. Madison Ste’? oatG 22 Cathe Ms 


—e 


MARYLAND STATE DEPARTMENT OF HEALTH | 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Cel 


8984 CERTIFICATE OF DEATH U 89 ey 
1. PLACE OF DEATH legs = 2, USUAL RESIDENCE (Where decoesed lived, If Insiituifon: Residence before or 
eee e. STATE b. COUNTY 
Carroll : : ___ MARYLAND || _ Maryland TS egany. 
b, CITY OR TOWN (if outside corporete limits, cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 


write RURAL end give neeres! town) 


ithin 24 hours after 
iad in by the funeral 


mye carbon papers. Pages 1 and 2 should 


= 
3 
uv 
5 Sykesville \Syrs.2mo,13dy§, _— Mi run a 
: 6 Ol d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stree! eddress) “d. STREET ADDRESS . IS RESIDENCE 
= ¥ ON A FARM? 
3 _Springfield State Hospital R.F.D / ~. _| Yes [] NO 
=~ a ot De = iy 
ye St 3. NAME OF First “Middle Lest | 4. DATE “Month Dey “Yeor 
5 San DECEASED OF 
3 Ee £ {Type or print) Ada PBs Hey: ‘Imv DEATH A 19 61 
= TaSEe ~~ [6 COLOR OR RACE|7, MARRIED |] NEVER MARRIED [] | 8 DATE OF ie 19. AGE {In yeers {IF UNDE IF UNDER 24 HRS. 
= {ast birthdey) | Deys | Hours Min. 
gy Female White WIDOWED DIVORCED fy} May 28, 1889 i / 


12, CITIZEN OF WHAT COUNTRY? 


10e, USUAL OCCUPATION {Give kind of work 


TOb. KIND OF BUSINESS OR INDUSTRY 
done during most of working life, even if relired) 


—_ __Maryland U.SAe = 


¥ EIRTHPLACE {County & Siete, or foreign country) 


8 
° 
7 = 
§ 8 
= 8 
= SE = - 
5 ee ae a1) “ee a ry land 
> a i 13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
= of: | 
Oo ge-2. 
$ Dae evlmun Mary Elizabeth Hollemaid _ 4 
mo eh c rt WA ress 
i 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY Ni nro ANT Addi 
£ £85 fes, no, or unkown! yes giveweror detes of service! 
WG ( kown) | (If dates of , | 
3 2.2 Oe alee - | Springfield Hospital Records ‘4 i 
cal re: § Ta. CAUSE OF DEATH [fnier only one couse per line for fe), ib, end (c)] Laas ates] 
soos. PART I. DEATH WAS CAUSED BY: 
os3 ac J 4 IMMEDIATE CAUSE (e)__ Multiple Pulmonary infarcts __| Weeks 
ees - a 
Bain oe Tt . a DUE TO 
avrang ret 1 
2:88 Conditions, if ony, which ®)___Auricular fibrillation Unknown __ 
si 2378 5 g0V0 tise to immediete ceuse 
#2 rs, (e), steting the underlying DUE TO y 
aed cause lost, 
wf oe : )__ Art clerotic heart diseame _—__ v | Seere 
zg Sot a Zz pag Wl, OTHER signe NT CONDITI Wes Arterdo nee TO DEATH, BUT NOT Rl ean TO THE T ues DISEASE CONDITION, GIVEN IN PART I(e)| 19. WAS AUTOPSY 
BS 8 ¢ 9 2 associated wie isburb ANCE y er than cerebra eee 
Ree ss g sychotic reaction. Ne izle 
= “ se = . ACCIDENT WAS UNDERLYING with RS 'CRIBE HOW INJURY OCCURED. (Enter neture of i injury jin Pert | or Pert Il of item 18. i 
& on 5 a id OR CONTRIBUTING [) CAUSE OF saa 
ates = © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
tn 33 z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF ey ra 20f. (City or town) ~ (County) ~(Stete) 
Een 8 Hi Mm. Whil Not Whil factory, street, office bldg., elc. 
we < 3% g pee 19 [et work [] ot work’ ] 
= 
Beoss 21. | certify that (I) (this hospital) attended the deceased from oe ALOE 95, Tse tineancleeren ee , 19d, that (I) (we) last 
Be 
89S © saw the deceased alive on........... 5 191... and _that asi ofdlfed atls20, ae “the causes and on the date stated above. 
mmm 2 8 2a GNATURE 22b, DATE 
ane A ATTENDING MED. STAFF SIGHED 
OFang ( KAY Zk Ly Ri bt tab é . mo. | PHYS.  [[]_ oiREcToR [[} PHYS. Bq go 27 
EP Ss a man | 22d, ADDRESS — : ; - 
= NAME (Type) 
Wee J iin Radzykewyez, M.D. Springfield Hospital, Syk 
Qepes 23e. BURIAL, Aa 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY "| 23d. LOCATION (City, town 
oho kl L_ fpecify 
of0s8 Batda't 8/5/61 St. Peters Cemetery Westernport 
ad 7 _ ae 
VR AIS (4) 24 SpBIERAL DIRECTOR'S SIGNATUR ADDRESS 25a. “ ; at sett 25b. “ei? 1 TUR 
45M 9/60 ] Westernport,, Mds! are $ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


18 


~ Low ad 
FOR STATE; 9 5 MEDICAL EXAMINER'S CERTIFICATE OF DEATH Qs 976 
HEALTH 1 BLACE OF DEAT! 2. USUAL RESIDENCE (Where deceased lived, If Institutions Residance belore admissjon) 
22 : STATE b. COUNTY se 
e Ba Carroll — , Pee PCTS P Maryland Allegany 
3 a = b. CITY OR TOWN (if outsida corporala limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporete limits, wrila RURAL and give nearest town} 
3 3 55 writa RURAL and give nearast lown) . e! 
eo Syke svill 8 days| Cymberland CO 2 
> 55 8 [AME OF Osta ‘OR INSTITUTION (if not in oar _ noe address) od. STREET ADDRESS B RESIDENCE 
Bra 
ese =—popringfield State Hospital ae. 0G) Rhy Christine Road __| ves] No fel 
25a 8 3. NAME 0} Middle 4. DATE “Month Day Year 
Pos DECEASED OF 
sefe? (Type or print) 5 DEATH 
costs £ Allie Beatrice Booher Hott August 28, 1961 
tare 5. SEX & COLOR OR RACE|7, mARRIED [-] NEVER MARRIED [~] | 8 DATE OF BIRTH 9. AGE (In yoors |IFUNDERTVEAR| Tf UNDER 24 HRS. 
Ese . - last birthdey) er Deys | Hours] Min. 
BS ENB Female White wiDowE¥ | pivorcep [] April 26, yrs. | 
a By acd a 10a, USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. TEL ACE {Stete or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
= & 5 dona during most of working fifa, aven if retired) 
ES Housewife At Home Maryland U.S.A, 
i q 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME sn 
a Frank Booher 


Amanda iockenberry ; 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17, INFORMANT 
{Yes, no, or unkown) | (Ifyas give warordelesofservice) 


No - Springfield Hospital me TN =" 
¥8. GAUSE OF DEATH |Enier only ona cause par line for (e), (b), end (c).] a oo. A ao INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Chee eee 


16. SOCIAL SECURITY NO. 


Nene 


IMMEDIATE CAUSE ie) Pulmonary edema af Days 
DUE TO 
Conditions, if any, which )_Arteriosclerotic heart disease = _| Xeeren 
gave rise to immediate causa ieee 


(a), stating tha undarlying 


“cause last. o_Generalized arteriosclerosis Years 
PART. OTHER SIGNIFICA! CONDITIOI CONJRIBUTING TO DEATH &UT NOT RELATED Tt JE TERMINAL DISEASE CONDITION VEN IN PART t(a)) 19. wae AUTOPSY 
c.BYS Assoc.with cere it artertese erosis with psychotic reaction. PERFO! 
20b. DESCRIBE HOW INJURY OCCURED. (Entar yl) of injury in Part | or Part Il of ilem 1B.) 


IRMED? 
Furey whites Wine 


ves RY No [-] 


208. EXTERNAL CAUSE WAS 
PRIMARY [] or CONTRIBUTING [] 
CAUSE OF DEATH. 


ER: This certificate should be executed within 24 hours aft 
‘iting the word “pending” in Bencil in Item 18. Give Pages 1 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. Fil 


MEDICAL CERTIFICATION. 


or its designated agent, prior to burlal, cremation, or removal, and in any ev: 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED PLACE anna alge, oh 208, (City or town) (County) ——SSC« Stata) 
Hour a. While __Not While factory, fice bidg., ate Ga oh 
a G: ego 3 19 at work [=] at work 1 sry lit, oe 
2 
ae 21. I certify that | took charge of the remains described above, held an Autopsy m Inspection } — Inquiry ica} and in my opinion 
se death resulted from: Natural causes A. Accident Suicide [_} jak Homicide im} Undetermined manner Oo 
eS CHIEF MEDICAL EXAMINER [—] 
g= PEN See cp, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
DEPUTY MEDICAL EXAMINER [ah 
EXAMINER'S B/E 
% NAME (Type) ‘James T, Marsh, M.D, Address (Sireat, elty, town, or county) 8/ 2 / 1 
d et = eee sia St 
g 22e. BURIAL, CREMATION,| 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) (State) 
ag REMOVAL (Spacity) 
oa Burial 8/31/61. Ib 
3 23. FUNERAL DIRECTOR "ADDRESS Zao. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
YS. AISME 1 
57159 Ruth E. Silcox Cumberland Maryland [oan SEP5 ‘61 Other f, Kian 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH OS977 


. PLACE OF DEATH . 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) Ta 
0. COUNTY MERRY 0. STATE b. COUNTY 
Carroll 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town} \ Y él 


Sykesville 10mos .5days Baltimore Ly 4 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS. e. 1$ RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 2050 E.Fayette St. ves D] No) 
i Waase First Middle Lost 4. hs Month Day Yeor 
Choe ei Rudolph Junker DEATH August 23, 19 61 
. SEX 6. COLOR OR RACE |7. MARRIED PX] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [}F UNDER? aical 24 HRS. 


* fost birthdoy) . 
Male White |wiowst) ovorceot] | October 5, 1890 | ~ 70 m.| "| Pom | Hour) Min 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote of fareign country) 12. CITIZEN OF WHAT COUNTRY? 
‘of working life, even if retired) 


during mos! 
Printing ‘plan Baltimore,Ma U.S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Rudolph Junker - Miller 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ii INFORMANT Address 


hen ee ge ae Springfield Hospital Records: 


cl 


the funeral director, 


@ 


in 24 hougs after death. Page 4 


filled 


Pages 1 and 2 should be filed with 


i] 


Then please remave carbon papers. 


the State Board of Health priar ta burial, cremotion, ar remaval, and in any event, within 72 hours "© 


d 
i 


No - 218-12-763h- 
1B. — 5 Pah Se ze a per line for (0), (b}, ond (€)-] INTERVAL BETWEEN, 
"IMMEDIATE CAUSE (o)_ Gangrene of legs 
7 } DUE TO 
Conditions, if ony, which Generalized arteriosclerosis 
gove rise to immediote 
couse (0), stoting the under- ( DUE TO 
lying couse lost. (e. 
Part Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING JO. DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
Schizophrenic reaction, parano: Ce PERFORMED? 
? yes] no tk 


200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


3 
5 
3 
3 
2 
3 
° 

3 
2 
o 

ce 
5 
8 
= 

2 
° 

S 
3 

= 
ts 

= 
Fa 
£ 
2 

2 
° 

z 

= 

Zz 
< 


tending physician. 
rertificate has been signed by the attending physician and comp! 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20F. (City oF town) {County} (Stote) 
Hour 0. m, While Not while foctory, street, office bidg., etc.) | 
19 Jot work [] ot work [1] 1 


21.1 certify that (I) (this haspita!l) attended the deceased fra 9, 1960 to August 23,_ 1961, that (I) (we) last 


saw the deceased alive on. August 23,1961, and that death occurred atl 2@PNram the causes and an the date stated abave. 


VI 22. DATE 

at ATTENDING Ml STAFF IGNED 

4H YA Cana ‘ Mo. |PHYS. O_Biector PHYS. 8/23/61 
= 


22d. ADDRESS 


MEDICAL CERTIFICATION 


we: 


RECTOR: After 


OR ATTENDING P: 


ned by the haspi 


Agustin delCampo, M.D. 


23a, BURIAL. CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 


BUREAtSE” | 8-26-61 New Cathedral Cemetery Baltimore 
24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC’D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


Wim. Cook,Inc., 1217 St.Paul Street gape OS) ace 


page 3 shauld be detoched far use os the burial-transit permit. 


may be 
& TO FUNER. 


TO HOSPE 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAR’ nist 3 
a 


8987 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


S 
= 
— 
> 
=m 


HEALTH DEPT. 1 PLAGE OR, DEATH | 2. USUAL RESIDENCE (Where dacaesad lived, If institulion: Rasidence bafora admission) 
oO a a. STATE = b. COUNTY 
; 2 * Carroll MARYLAND Mary: laid Carroll 
Fel b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL end give n 
83 wrila RURAL and giva neares! lown) x 
ees Z Miller's Station Carrollton. 3 << 
it) d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street addrais) d, STREET ADDRESS 1S RESIDENCE 
ta 
g yes] NO 
ae , e = Last Monih ‘Day Veer 
5 ® F 
st iT 
== (Type or print) BEVERLY KOCHER DEATH August 
a 5. SEX UNDER 1 YEAR 


6. COLOR OR RACE|7, MARRIED [never MARRIED J | B. DATE OF 10 9. AGE (In yaars 
ae Te re | Months| Deys | = | Min: 
Female White wipowed [_] DIVORCED [] oa r. | | 
Toe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTWA | 11. BIRTHPLACE (Stote or forgign = "112, CITIZEN OF WHAT COUNTRY? 
jona during most of working lifa, aven if retirad) we A 
13. EATHER’S ef: “ie Lechio/ A 


1S, WAS DECEASE| 
(Yes, no, or unkow! 


“s Office along with form PM3. Page 5 may be retained for your files. - 


Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board of Health, 


14. MOTHER'S MAID! NAME 


17. pace ATE shed 
18. CRUSE OF DEATH [Enier only one causa per line for (8), (b), and (e).] Fe 


PART |. DEATH WAS CAUSED By, 
IMMEDIATE CAUSE ‘eo Gunshot Wound of i 


2) A DUE TO 
12 if any, which (b), 


gave rise to immediate cause 
(a), stating the underlying ( DYE TO 
cause last. ) 


within 72 hours after deat! 


‘VER IN U.S. ARMED FORCES? 
ime weror datasof servica) 


16. SOCIAL SECURITY NO. 


in any e 


jiner’ 


jon, or removal, and 


g the word “pending” in pencil in Item 18. Give Pages 1, 2. 


ER: This certificate should be executed wi 


5 F3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. WAS AUTOPSY 
ite = a a RFORMED? 
= é \ 5 YES no [J 
$ \ Ig :. r = i 
‘63 So) [E/200. EXTeBNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Part 1 or Part Il of itam 18.) 
© 2 _. | B | PRIMARY @} or CONTRIBUTING [1 
2 & G } CAUSE OF DEATH. Shot in head, 
e 2o8 < 20c. TIME OF INJURY Month, Day, ae INJURY OCCURRED | 200. PLACE OF IeuiuRy (Home, faces 20f. (City or town) ~~ (County) ~ (Stata) 
UOBo a Not Whi clory, street, office bldg., atc.’ 
5 2 a Hour 303 | 
ge. g 00 8/5 4, OLlerwo st woe [| Parked auto | Miller's Station Carroll Md. 
ee eOn 21. I certify that | took charge of the remains“described above, held an Autopsy ips Inspection a? Inquiry im) and in my opinion 
Sy ae , % 
ie Pea 5 death resulted from: Natural causes ‘ia ident Et Suicide ] Homicide es . Undetermined manner Oo 
Aotha CHIEF MEDICAL EXAMINER 
aes 
=cABR \ ACTUAL 5 
= 25.3 HM ) SroneTueE ie tap, ASSISTANT MEDICAL EXAMINER [3X DATE SIGNED 
be 855 Se ee Pe s DEPUTY MEDICAL EXAMINER [~] 8/6/61 
xe =} 8 NAME (Type) Charles f _Addrass (Street, elty, town, ot county) 2 = 
@2oDu AL, CREMATI@N,| 22b. DATE THEREOF “22g, LOCATION (City, toyn, or country) _ e 
Nh ee 
ag — 
ea oars) 
eS a a ia | 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
VS. AISME 61 OW Kosa, 
5M 9/60 Meug oar AUG 9 '6 4 ze 


= 
S 
te] 
= 
os 
inal 


- © 
co 
$a 
Lin 
as 
Cae) 
3 
ofa 
ORS 
re 
heat] 

23 2 
e. 
7 oO 
peat | 
sete 
£235 
eS 
2 

BEN 
7-9 


This certificate should be executed within 24 hours aft 


ificate, writing the word “pending” in Bencil in Item 18. Give Pages 1, 2, 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages i 


ute the 


OCI 


t with 


lam 
= 
= 
= 
s 
lam 
3 
= 


% 


agent, prior to bet a or removal, and in any even 


7 


or its designat 


MARYLAND STATE DEPARTMENT OF HEALTH ca 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


8988 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0 & 9 7 Q 
1. PLAGE OF DEATH ; : 2. USUAL RESIDENCE (Where deceased livad, If Inslitution: Residence before admission) 
= . STATE b. COUNTY 
Carroll MARYLAND ; a Balto. City 
b. CITY OR TOWN [if oulsida corporate limits, c. LENGTH OF STAY IN 1b a at BAS apd is, w 


write RURAL and give neerest town) ( 2 


‘oulsida corporate limits, "Sp and give nearest town) 
é Z 


Sykesville 2. 2yrs.limos,3dys Baltimore 2 0 > VW? 7 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS. . Siegen 
Springfield State Hospital 48 Market Place 
‘a NAMCOY Ul First : Middle 4. DATE 
DECEASED OF 
5 er — 6. COLOR soso bk Bs = AG eee ts F 6, IN 
. SEX A 4 p ad 
7. MARRIED [3 NEVER MARRIED [_] | 8- DATE OF BIRTH F ibn bthZey) Ponte] Devs ota | Mineo 
Male White | woowo[] ovorco (]| August 27, 1904 | 56m | 


10a, USUAL OCCUPATION (Give kind of work IDb. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stete or foreign country) ¥ 12, CITIZEN OF WHAT COUNTRY? 
\dona during mest of working life, even if retired) 


Laborer Brewery Pennsylvania U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
_ Joseph Lex : Theresa Woodsanger 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyasgivewerordetasof service) 
c - = Springfield Hospital Records 
718. CAUSE OF DEATH [Enter only ona cause par lina for (a), (b), end (c).] PFs eld_y MLA _BCOr as _ INTERVAL BETWEEN 
ONSET AND DEATH 
PARTI. DEATH WrDIAtE cause . PULMONary Embolism, source unknown, Minutes. 
i un Z DUE TO 
Conditions, it any, dvhich w Subdural hematoma due to skull fracture | 10 days. _ 
geva rise to immadiate cause 
(2), staling tha underlying f° PUETO 
cause last. > (c) 
Fs PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 9, Was Se 
ee. ae eae ‘ORME! 
8 C.B.S. associated with Convulsive Disorder without qualifying phrase. ves ¥]} No [5] 
E | 2De. EXTERNAL CAUSE WAS ~] 2Db. DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part I or Part Il of item 1B.) <: c 
5) eee mee | Pt, had seizure, struck head on floor. 
| 20c. TIME OF INJURY Month, Day, Year) 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, Pia 20f. (City or town) (County) —SCS*«SSn tg) 
g oie err. Whil Not Whil factory, street, offica bidg., atc. 
a woe 8 Bag GL ltwok[] at wot Ke} | Hospital |_ Sykesville Carroll Maryland 


21. I certify that 1 took charge of the remains described aboye, held an Autopsy rap Inspection [Es Inquiry Kk). and in my opinion 
death resulted f Natural causes |! Accident [x]. | Suicide jah Homicide Oo Undetermined manner Oo 
j | CHIEF MEDICAL EXAMINER [_] 

2 


ACTUAL } 

SIGNATURE i fhe mp, ASSISTANT MEDICAL EXAMINER [—] DATE SIGNED 
ee, DEPUTY MEDICAL EXAMINER}_] 8~17~61 
NAME (Typo) James T, Marsh, M.D, Address [Streat, city, town, orcounty) Westminster, Md, — 

2a. BURIATE CREMATION} ‘22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMAJORY 22d, LOCATION (City, town, or country) "(Stale 

1B Ql Cl |v Of Med) , Vg fi Belting 

23, FUNERAL DIRECTOR ‘ADORESS Tas. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 

Reese vate AUG 9 3 '61 Onilua £ £6, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


SOSQAEDICAL EXAMINER'S CERTIFICATE OF DEATH “DS98))_ 


4 
FOR STATE 
HEALTH 


1. PLACE OF DEATH Z Vee RESIDENCE va, daceasad lived, If Institution: Residence before admission) 
2a EE CA b. ON Ca naae 
ge Canal Cr —_manviann || eel 
CG ~ b. CITY OR TOWN {if outside corporate limils, . LENGTH OF STAY IN Tb c. CITY OR TO (Lee corporate limits, wn LK and giva nearesttewn) 
8 5 ‘write RURAL and give neerest town} 
‘3 
2: anal. OLA HEE, a Vr, ee - 
ee d. NAME OFMOSPITAL OR INSTITUTION (if not in hospital, giva stree! address) Stree? AD 1S RESIDENCE 
Rs ON A FARM? 
| | seer Fy 
5 - << De Yecr 


«@ 


~ Middle - Last” Dey Yeor 


EDGAR MBH ANN pene £7 UG) UT 27 964 
£7. MARRIED [_] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years Ce GNofR 1 YEAR | 4 “UNDER 24 HRS, 
3 ae oun | oir 
WIDOWED DIVORCED LOS. 
ISUAL beg, CH. (Give Kind of work | 10b. ey "OF BUSINESS OR INDUSTRY | TH. no (Sta or fore! = 
during most By ae life, oy 
Bs. FATHER'S NAME ee: ey ‘AIDEN sgpree = = = 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT _ Address 


(Yes, no, or unkown} | (If yesgive werordetesofservice) 2 
oe, : Duo WL ZY, é. bn te Ved, 
“18. CAUSE OF DEATH [Enier only one caute per line for (a), (b), end (c).] es Ps ) INTE AL BETW: oe 
ONSET bp DE 
PART I. DEATH WAS CAUSED BY; > te , ay, 
IMMEDIATE CAUSE im ra €. Spt -D whelcATion FRU ie A a et Br Py 


corey > x DUE TO 


) 3. NAME 
DECEASED 
(Type or oy 


TS. SEX . 


h. IF 
to the 


Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files. 


Wh li OR’ 


| Months ‘ie Days 


n 25 | 12. CITIZEN OF WHAT COUNTRY? 


within 72 hours after death. 


[-transit permit. File pages 1 and 2 with the State Board of 


Conditions; if any, which (b} 


geve rise to immediate ceuse 
(a), steting the underlying 
couse lest. (e) 


DUE TO 


icate should be executed within 24 hours aft 


g the word “pending” in pencil in Item 18. Give Pages 1, 2, 


> 
c 
oO 
= 
vy 
& 
5 
23 
Be 
0 
8 
7 °o 
8¢ - Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS \s AUTOPSY 
= Di 
i= 
a g 5 Yes oO NO 
25 = | 20s. EXTERNAL CAUSE WAS | 20b, DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of iter 18.) i= 4 
3. & | PRIMARYSY or CONTRIBUTING [7 é 
wo O | CAUSE EATH, 4 ctw Mert 
idee 4 0, s 20e. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED, 20e. PLACE OF INJURY (Home, farm, ' 20f. (C "(County) ~ (Stata) 
Ute a Hour a.m. While __ Not Whil_3\ ry ystreet, office bldg, etc.) | 
~2™ 5 = 19 Jat work at work f 
= 3 2 R 5 A : 7 = 7s 

Wy 3 As 5 took charge of the remains described above, held an Autopsy e gag Inquiry f and in my opinion 

deo : 2 me s 

REBO < Natural causes oo Accident XX Suicide Oo Homicide [at Uptetermined manner Oo 

o 
be 8s Be, CHIEF MEDICAL EXAMINER 
& 
8 si ga 3 ae = Aa.p, ASSISTANT MEDICAL EXAMINER DATE SIGHED 
aes .D. 

Pb 3 33 5 DEPUTY MEDICAL EXAMINER 28h 
poV Es 4 1. Lars LT. Address (Street, clty, town, or county) Aowheih hy 
23 s URTAL, CREMATION; Amn MF usr he. NApAE OF CEMETERY OR CREMATORY 22d, LOCATION (Clty, town, or country) (State) 

ASsh= MOVAL (Specify) by . 

OBt05 S730 A 

Lo i By ped DIRECTOR ADDRESS x 24 a g er SIGNATURE 

YS. AISME 6 r: 

nme WES Feed WILLS = Cather f Hina 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH S984 


or 


1, PLACE OF DEATH —8990 2. USUAL RESIDENCE (Where decoosed lived, If institution: Residence belore edmission) 


(Type or print Meropi Mandalou | >#™ ___ August 2. 1961 


execut 
mpl 


3 \\aoz 
° ‘52 2. COUNTY 0. STATE b. COUNTY 
3 ene Carroll __ MARYLAND Maryland —__ Montgonery Go, / 
£ “va b. CITY OR TOWN (if outside corporata limits, c. LENGTH OF STAY IN Ib «. CITY OR TOWN [If outside corporete limits, write RURAL and give ‘hearest town} 
+ Bas write RURAL end give nesrest town) T ww) cc 
‘0 se Sykesville m: Silver Sprin, se 
£ y35 d. NAME'OF HOSPITAL OR INSTITUTION {if not In hospital, give sirect address) || _d. STREET ADDRESS Poe : ‘. 15 RESIDENCE 
£2979 ON A FARM? 
ae 7 
> 8 anne ngfield State Hospital _ _10509_ Sweetbriar Parkwa: ves 7) Nog 
@ s= AMEGF Fist P Mid Lest 09 4. DATE Month v. Dey Yeer 
& iy DECEASED 
© 
£ 
3 


__Julian Radzykewy, Dl 


Fal 
5 
a 
8 
a 
a 5. SEX ~|6. COLOR OR RACE) 7. aRRIED [Never MARRIED [EO] ®& DATE OF BiRTH a Lb eu eeaE EAE _IF UNDER 24 HRS, 
po Months] Deys | Hours | Min. 
® eS Female White | wirowen[] _oivorceo x] | October 1, 1892 | 68 = el 
3 gee Oe. USUAL OCCUPATION (Give kind ot work | 1b. KIND OF BUSINESS OR INDUSTRY | I1. SiRTHPLACE (County & Stele, or foreign country) _| 12, CITIZEN OF WHAT COUNTRY? 
2 Boe done during most of working life, even if retired) 
+. see Dressmaker & landlady - Greece U.S.A. 
§ £25 ae ee eee Se a ee ___ME6SCe _ Yan ——— 
4 ee 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
& a8: 
o co 
S$ $22 j Anestoras Arralios —| Mary Askitis — : a a 
‘sustion 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
2 32% 4 (Yes, no, or unkown) | (lfyesgivewarordatesofsarvice) 
staal i al 
anaes Nc nt seg te Sorting field Hornitel Recards: ag a 
fe Ses 18. CAUSE OF DEATH [Enter only one couse per line for (a), (bj, end (c).] INTERVAL BETWEEN 
Seas. PART I, DEATH WAS CAUSED BY: eae Pen 
EaDRS IMMEDIATE cAuse (e) Renal Failure _——s “ =. s|" Daya = = 
S228 AA 
fae 2 .  DUETO 
z2C8 € Céndiitons/. if wny,. whieh )_ Pyelonephritis : | Weeks | 
eee gs geve risa to immediate cause 
22-3. {2}, steting the underlying ~ PUETO 
Ge Ee fousa tas te) ¥ a! z 
a 5 re) Zz PART lI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. we AUTOPSY 
BGro ° a Se ERFORMED?. 
gee ihe | Arteriosclerotic cardiovascular disease. Diabetes Mellitus. ves [] No FJ 
aoe poy ae mee - 4 a = = 
os as a) = 206. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of Injury in Pert | or Pex Il of item 18.) 
i Se & | OR CONTRIBUTING [] CAUSE OF DEATH 
aeets G JF EITHER, NOTIFY MEDICAL EXAMINER) 
ary 528 % |[20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, - 20f, (City or town) (County) {(Stete} 
Me 0 on a Hour e.m. While Not While fectory, street, office blda., ete.) | 
3 = vans rT) et work |] et work i 
88 21. I certify that (I) (this hospital) attended the deceased from... 4n12-19.61 to. Ba2—., 1961, that (I) (we) last 
Ze saw the deceased alive oi sig eee that death occured a12205 rot TH causes and on the dale stated above. 
35 2s pam 
S ? 22b. DATE 
ad ear aye E / A As) & y ATTENDING MED STAFF SIGNED 
of s ? / a AY PMA 4 f ty “mo. | PHYS. ]_pirector [] Pas. 8-2-6 
oe 2%. PHYSICIAN'S 7 i 22d. ADDRESS 
as NAME (Type) 
2 
a 


director, 


250. REC'D BY Rj RAR 


‘| DATE AUG 3 61 


25b. REGISTRAR’S SIGNATUI 


Cath Fatah 


MARYLAND STATE DEPARTMENT OF HEALTH 


—_ 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ! ‘el 9 s) 5 

ected CERTIFICATE OF DEATH } 
& 3 z Vs ine ee Tau 2 Suet eS ace (Where deceased lived. If institution: Residence befare admission) 

3 ° 
ee Carroll MARYLAND * Maryland ® COUNTY Washington -~ 
z Be b. CITY OR TOWN (If outside corporate limits, write [c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

3 ‘and give nearest tawn 
3 fz, _ | Rural--Sykesvi hy. 8 m. 21d, Sharpsburg 
21222 5/ [a NAME OF HOSPITAL (If not in Sm give street oddress) d, STREET ADDRESS e. is eee 
5 =é =) OR INSTITUTION | y ‘A FARM? 
6: Springfield State Hospital -- a Yes oa No [] 
@: 
aN 0 | 3. NAME OF First Middle lost 4. DATE Month Day Year 

Te DECEASED * Or 
Bers i (Type or print) Hallie B. McGraw DEATH 8 10 19 61 
ea 
Pd os) SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [R] 


8. DATE OF BIRTH a one yor IF UNDER 1 YEAR| IF UNDER 24 HRS. 
irthdoy) Manth: i 
fein ey 8 2 uN lanths| Days | Hours | Min. 

10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland USA 
14, MOTHER'S MAIDEN NAME 

Kratzer 
17. INFORMANT Address 
bpringfield Hospital records, Sykesville, Md. 


INTERVAL BETWEEN 
ONSET AND DEATH 


®@ i 


Then please remove carban papers. 


the State Board of Health priar ta buriol, cremation, or remaval, ond in ony event, within 72 haurs ofter death. 


female white wivoweo [] pivorceo [] 


10a. USUAL OCCUPATION (Give kind af work dane 
during most of working life, even if retired) 


none 

13. FATHER'S NAME 

Jack McGraw 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


Fes, no, or unknown) | (If yes, give war or dates of service) 


16. SOCIAL SECURITY NO 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢)-] 


PART |. DEATH MEDIATE cause (o) Cardiac insufficiency months 
ZL Vy iy a) 
Conditions, if any, whith __Gue_to septicemia and mltiple carbuncles 1 week 


cause (a), stating the under ( OVE TO 
lying couse last. {c) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. es ia 
Schizophrenic Reaction, Catatonic Type ves] no PY 


200. ACCIDENT WAS_UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 
Hour 0. m. While Not while 
p.m. W jot work [7] at wark {7} 


gove rise to immediote | 


ate has been signed by the attending physicion and com 


trending physician. 
poge 3 should be detached far use as the burial-transit permit. 


ICIAN: The flaw requires that the deoth certificate be execute 


("7 


20e. PLACE OF INJURY (Home, farm, 170%, (City or town} (County) {Stote) 
factory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION. 


@ 


2 21. 1 certify that QF (this hospital) atteqded the deceased from._____ LL /1 4 38 pye-—— Of ___, 161_, that Qf (we) last 

2 saw the deceased alive on. 8/10 1. , fram the causes and an the date stated abave. 

cE / 72a. SIGNA, Sika 
ATTENDING. MED, STAFF 

= | PHYS. CO _birector PHYS. 8/11 761 

o8 be eNSHEIAN's 72d. ADDRESS Springfield State Hospital” 

oe: vl Naci N. 

was RE I ee Di ahd ed eh ae 

Sse ia, BURIAL, CREMATION, [2ab. DATE THEREOF 23c. NAME OF CRMETERY OR ae \ (State) 

9>5 REMOVAL [Speci 3 

oF? \\ Es Fan as Ga (24 n— ‘ 

= F ee 50. REC'D BY REGISTRA 


== 
aa 
=> 
La 
a. 
& 


DATAYG 1.5 64 


Sz 


7 


led in by the funeral 


ithin 24 hours after 
pers. Pages 1 and 2 should 


i 
i 


jours after death. 


a 


xecute’ 
pletery Tl 


@" 
ron 


a 


Then please remove cai 


= 
& 
= 
8 
aS, 
o 
@ 
acd 
= 
2 
8 
3. 
a 
= 
3 
= 
2 
2 
= 
U 
4 
E 
Be 


c 
- 
2 
a 
S 
a3 
a 
a 
= 
ao] 
. 
2 
® 
2 
oe 
= 
i > 
ga 
33 
=e 
an 
na 
ADs 
56 
2 
e-) 
cS 
6% 
ne 
Be 
aa 
ae 
3 
= es] 
24 
cao 


it @ 
: Aft 


¢ 4 may be retain 
DIRECTOR: 


AL OR ATTE 
page 3 should be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wit 


TO HO: 
'O FUNE: 
director, 


death. 


olf 


i 
7) 


N 
X 


_ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH Sg 9 
if IIe — . ——— 


a USUAL RESIDENCE (Where deceased lived, If institution: | Rasidenca before ‘@dmission) 
a. COUNTY a. STATE b, COUNTY 
Carroll MARYLAND Maryland Balto, City 


b. CITY OR TOWN [if oulside corporate limits, ¢. LENGTH OF STAY IN 1b ~¢. CITY OR TOWN (If outside corporate limits, write RURAL and giva neerest town) 
write RURAL end corns nearest town) 


mos, 8 days || —-— Baltimore 2 . ae ‘d 
d. NAME its esville OR INSTITUTION (if not in hospital, give streef address) d, STREET ADDRESS | e. IS RESIDENCE’ 


ON A FARM? 
|____Springfield State Hospital _ 99 Wilmet, Court __| ves [No fy) 
3. NAME OF First Middle “Month Dey “Yaar 
DECEASED 
(Type or print) Menne +t peel 


Se B = J = —— —— <a 
3. SEX 6. COLOR OR RACE|7, MARRIED ["] NEVER MARRIED iq] | @ DATE OF BATH RSE (a coor UNGER TERE Bsc 20 
| fs ont in. 
Female White | woows[] ovorce[]| July 23, 1889 7 ee Ble cate ee 


We. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY =e BIR|MPLACE (County & | or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retired) 


Stenographer  __ | Inserance _ _ Maryland : 2 US ghe 
13, FATHER'S NAME | 14. MOTHER'S MAIDEN NAME - 


Herman Menne Babette Munker 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT —_ Address 
(Yes, no, or unkown} | (Ifyesgive warordetesof service) 


No - 215-10~1633 Springfield Hospital Records 
/18 CAUSE OF DEATH [Enier only one ceuse per line for (e), (b), and (e).) ~~ =—SOS > . *]) RTERVAL BETWEEN z 
PART |. DEATH WAS CAUSE! a 
5 WMEDIATE cause fo) Arteriosclerotic h a ise due ) | Years — 


ouveto arteriosclerosis. 
Conditions, if any, which )_ Chronic nephrosclerosis due to arteriosclerosis, | Years, _ 


Geve rise to immediete couse 
(a), stating the underlying (DUE TO 
couse lest, (e) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CC IVEN IN PART 1(e}| 19. Was AUTOPSY 
Fe a eS RFORMED 
C.B.5, with cerebral arteriosclerosis with psychotic reaction, 
20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert ! or Pert Il of item 18.) 


OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ° 20f. (City or town] ~~ (County) ~ (Stete} 
Hear sae, While __ Not While factory, streat, olfice bldg., etc.) 
Dik 19 et work at work 


MEDICAL CERTIFICATION 


21. 1 certify that (I) (this hospital) attended the deceased from 5eBL. 1961, 10... mm...  WL., that (1) (we) last 

saw the deceased alive on... 19. oh and that death occured ath? 30, Ralbeine causes and on the date stated above. 
AIGNATURE, 22b. DATE 
B if A, | AA RE aa AIR / uae i biRecrOR mele ms, ae 3-9-S7 

2gc. PHYSICIAN'S ~| 22d. ADDRESS is “aie 


Name (veo) Julian Radzykewyez, M.D. Springfield Hospital, Sykesville, Ma, 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY ‘ 23d. TOCATION (City, town or county) sieve} 
REMOVAL (Specify) 


BURIAL 8-12-61 Woodlawn Cemetery W 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC‘D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Wm.Cook,Inc., 1217 St.Paul Street,Zone 2 _ | ta fh Manne 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, manrienes 
8993 CERTIFICATE OF DEATH 4 


s —————__—_—_ tt —— ——————— 
s 1. PLACE OF DEATH | 2, USUAL RESIDENCE (Where deceesed lived, If insiitulion: Residence before admission) 
5 ®. COUNTY 2. STATE b. COUNTY aa 
3 Garroll _ =o MARYLAND || _ ___—Marylend __ Frederick 
2 b, CITY OR TOWN (if outside corporel <. LENGTH OF STAY IN Ib €. CITY OR TOWN {If outside eorporete limits, write RURAL and give neeres! town) 
= < RURAL end give neerest town} 
= le 20 days Frederick =) 7 
= ee ‘OF HOSPITAL OR INSTITUTION [if not in hospital, give streat address) ~ d. STREET ADDRESS . @. IS RESIDENCE 
= ) ‘ { / ON A FARM? 
> ger eae State Hospital - : | ves [] No TE 
ie 3. NAME OF First Middle Last 4, DATE Month Dey Year 
2 DECEASED OF 
g ¢ (Type or prin!) Emory Morgan peatH §=— August 3, 19 61 
3 § 5. SEX = |. COLOR OR RACE! 7. jaRRieD [] NEVER MARRIED @. DATE OF BIRTH 9. or per ie a R24 HRS. 
Months eys Jours Min. 
@ Male WSAE O) iscisenite Miscamces Unknown ie | 


ah ce . ive kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Counly & Stele, or foreign ue ta. 4 OF 
6 8 10a, USUAL OCCUPATION (G F 12, CITIZEN OF WHAT COUNTRY? 
P3 em done Unk most of working life, even if retired) | 
ee ee nknown - Unknown Maryland 
i 4 13. FATHER'S NAME "| 14, MOTHER’S MAIDEN NAME 
= oO | 
$s Napoleon Morgan Mary Bruchey 
oe £3 = = at 
5 6! 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
£2 (Yes, no, or unkown) | (Ifyesgivewerordates of service)| 
zB 2 No _ - i | Springfield Hospital Records wt + 
eee 18. CAUSE OF DEATA [Enter only one couse per line for (@), (b), end (c).] . 1 INTERVAL BETWEEN 
4.8 ol 
ee) PART I. DEATH WAS CAUSED BY: 
a4 ro : IMMEDIATE cause e)____— Sep ticemia 7 |_Days. - 
2a5 DUE TO 
av + 
Be which » Gangrene of right foot | Week * 
ai hy g8Ve rise to immediete cause 
dh (a), stating the underlying ( DUE TO 
© 8 couse lost, ( 
mc Ls = _— ————————— 
og Zz Rill. OT NIFICANT, CONDITIONS UTING TO DEATH.BUT NOT, RELATEQ J Ti TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
as 8 8|C.BVS. with senile bra ai sease nS abS betes Mellitus. STE TP? 
Bee $|_Arteriosclerotic cardiovascular disease. ves Ey Noise 
mes = [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Part | or Part Il of item 18.) 
i . & | OR CONTRIBUTING [] CAUSE OF DEATH 
ee G [UF EITHER, NOTIFY MEDICAL EXAMINER) 
= = i = = a ae 
2s % [20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, term, | 20f, (City or town) (County) 
uv ie ! 
re B our Pan While Not While foctory, street, office bldg., etc.) | 
= Baits 1” et work at work ( t 


Heo 21, | certify that (\) (this hospital} attended the deceased from... Y4¥AY AA 9.0, 19... jo. SULUST 39...., 19.0 that (1) (we) last 
80 saw bi ae alive on.. Au te AD and that death boi at..b 125M the causes and on the date stated ‘above. 
ape 2a za RT oie 226. DATE 
82523 / WA Che bib ‘As [ae p loo 6 Re, 8/3/6t""° 
< eK iYSICIAN'S {22d ADDRESS =o -yre, ‘ : = 
§ Bauelve ys dulldign sia Ci be ee M A) | Springfield Hospital,Sykesville,Md. 
Pp 
be 


A 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after, 


23b. DATE THEREOF 235. ~ 23d. LOCATION, 


ns Peo | ity, town or county) 
(Specify) pod 

080 aia Ad” Leatntin, bor 

Enis i) 24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 258. REWD BY REGISTRAR |25b. REGISTRARS SIGNATURE 


el WH Muatl (deg £2 af- 


aps 7 ‘ot Clittun & Pasa 


MARYLAND STATE DEPARTMENT OF HEALTH 


2 99 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 0& 985 


sand 


1. PLACE OF DEATH 
0. COUN’ 


b. CITY OR TOWN if outside corpord write | LENGTHLOF STAY IN Tb 


b. COUNTY 


2, USUAL RESIDENCE (Where deceased lived. If institutions Residence before come) 
°. 1/1 


ofter death. Page 4 
the funeral directar, 


x 


= 
3 
3 
5 c. CITY ORTOWN i limits, write RURAL ond give nearest town) 
2 jive neorest town) i 
z 
S 
2 d. NAME OF HOSPITAL (IfAot in hospitol, give street oddress) . STREET ADDRESS @. 1S RESIDENCE 
J \ OR INSTITUTION ON A FARM? 
@: ) / YES a NO 
Ee 
26 3.N, First i Lost 4, DATE Month Day 
en DECEASED F 
a 2; = or print) Ary A-— AL A— A U DEATH / 19 2 b/ 
oe VE fy i 
Br 3 S. SEX LOR QR RACE |7. MARRIED IY] NEVER MARRIED [1] | 8 F BIRTH 9. AGE (In yeors DER 1 YEAM IF UNDER 24 HRs. 
1) birthdoy) mths] Doys | Hours] Min. 
: wiboweED [] bivorcED [] — 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF aps se ‘OR INDUSTRY WRTHPLACE (Stote,or foreign country} ee |. CITIZEN OF TA 


during Fas ensitrreaed) s Oud 
13. §ATHER’S NAME 14. My PO a ae 


(heli i 


. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


Yes. no, oF unknown) If yos, give wor or dotes of service 2 3 ¥ ~$F = ween tt Pesaay,§ 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0), 


INTERVAL BETWEEN 
ONSET. iD pa 


Then please remave carban papers. 


the State Board af Health priar ta burial, cremation, ar remaval, and in any event, within 72 haurs after death. 


YBOr, DUE To 
Conditions, if ony, which am 
gove rise to immediote 


oe He 
couse (0), stoting the under. ( CUETO A V 
lyon teettseilbaty ey ius patel. see hes p 


WAN: The law requires that the death certificate be executed 
ficate has been signed by the attending physician and complet» 


3 
é 
2 iS Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. ea Aaa 
z 3 ‘CONTRIBUTING TO DEATH. 
i é |v) No Be 
= sf = 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
3 a OR CONTRIBUTING [) CAUSE OF DEATH 
& © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a co '20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF UNJURY {Home, form, T20F. (City of town) {County) (Stote) 
5 Hour 0. m. While Not while foctory, street, office bidg., etc.) ! 
= pm. ot work [1] of work 


: After 


saw the deceased alive an. 7 


TOI tt and a0 [ARON BEE cron 
Nantes VA 4 FE 9 A a MO = NA ae 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


MOVAL (Specify} 
ADDRESS : 250. pes ESSIEN 
ag NAc Wed DATE 


OR ATTENDING 
ned by the haspi 


To me, ae 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPI 
may be © 


25b, REGISTRAR’S SIGNATURE 
taht 


ba 


an 
zp 
La 
pom 

= 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


sel het = QQ CERTIFICATE OF DEATH 
® 3 M ie Lerten ‘ a: fee oe ee (Where deceosed lived. IF institution: Residence before odmi: 
5 as b. COUNTY : 
= 33 Wei" Carroll MARYLAND Maryland Balto. City 
=. OB; g b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
iy 5 RURAL and give nearest tawn) hee 
a 32 kesville 8yrs.8mos.29days Baltimore 23 Vol 4 
2 - 2 y da. pa aa {IF not in haspito!, give street oddress) d. STREET ADDRESS. e. SESE 
Se t( 
5 Springfield State Hospital 7N, Carey Street yes] NO 
2 = 5 3. NAME OF iia Middle lest 4. DATE Manth Day Yeor 
= Ure y 
Giele (Type o¢ print) Geor Thomas Naylor DEATH August 30, 19 61 
ry es 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
POS Jost birthdoy) [Months] Days | Hours] Min. 
Coe ne Male White wipoweD [] DIVORCED [7] May 9 is 1883 yes. 
s 
2 


_ 


Then please remave carban papers. 


the State Board af Health priar ta burial, crematian, or remaval, and in any event, 


JAN: The law requires that the death certificate be execute 
ate has been signed by the attending physician and camp! 


nding physician. 


ISR ATTENDING Pi 


WRECTOR: After thi 
page 3 shauld be detached far use as the burial-transit permi 


ed by the haspi' 


@ 


TO HOSP} 
may be ¢ 
TO FUNERAL 


a< 


aS 
=> 
La 
poe 
cS 


100, USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) ¢ 


Street cleaner 


Maryland U.S.A. 


13. FATHER'S NAME 


Thomas Naylor 


LY Menem 5 ry 
“ i MOTHER'S MAIDEN NAME 


Bertie Steg 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes. no, oF unknown) (lt yes. give wor or dates of service) 
No | 


17, INFORMANT 


Springfield Hospital Records 


Address 


18. CAUSE OF DEATH [Enter anly one couse per line far (0), (b). and (c}.] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0), 


INTERVAL BETWEEN 
ONSET AND DEATH 


Cancer of the lung Months, _ 


} 


Conditions, if ony, a 


DUE TO 


tb} 


ee 


gove rise to immediote 
cause (a), stating the under: 
lying cause last. 


DUE TO 


fc). 
Pagy Il. OTHER SIGNIEI JT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T\ 
C.B.8 en Sonal: 


z 
TH§ TERMINAL DISEA’ IIQN. GIVEN IN PART 1{0)|19. WAS AUTOPSY 

2 »aS50C.Wi y BBsociated with Ssyenotre PERFORMED? 
S| reaction, ves NO 
= | 200. ACCIDENT WAS UNDERLYING (]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port Il of item 1B.) 
& | OR CONTRIBUTING LJ CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY {Hame, farm, | 20F. (City or town) (County) (Stote) 
a Hour a. m. While Notwriie foctory, street, office bldg., etc.) | 
= p.m. WW jat wark [] at work [7] ] 

21. | certify thot (I) (this hospital) attended the deceased from._Deee 1, a 19.52, to August_30,, 19.61, that (1) (we) last 


saw the deceased olive onAugust 30, 1961. and that death accurred at 223OP¥om the causes and on the date stoted above. 


Zo. SIGNATURE, f y 7b. DATE 
rs ae f ATTENDING MED. STAFF D 
(fa 4at¢tey el WLLL C M.D. | PHYS. DIRECTOR PHYS. PO 8/30/% 
2c. PHYS IAN'S ~ 22d. ADDRESS 


NA 


) soustin delCampo, M.D. 


Springfield Hospital, Sykesville,Md. 


230. BURIAL, CREMATION, | 236. DATE THEREOF 28c. NA 
REMDVAL (Specity) ae oe) bY VA 
FZ td, , Y - - 
24. FUAERAL-IR R'S SIGNATUREY & > * DDRE 


PAZ A Zz 


IF CEMETERY, OR CREMAFORY 


U7. 


hic 


23d. LOCATION (City, town, or gounty) (Stote) 
i ZA. 


vy , cy 
(LEBD¥ AK YC! Ge, 
V4 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


_2996 CERTIFICATE OF DEATH (89874 


i 


ss 

& 32 1 eae 2, USUAL RESIDENCE (Where deceased lived. If insitution: Residence before odmision) 

o = °. o. 

2 £3 MARYLAND. 

ee. AA) ght 
; Be B. CITY OR TOWN [IF outside corporate iit wile Pe. LENGTH OF STAYIN TB. Hl «CITY OR TOWN (IF 
5 ‘ong give pegrest town) 

ae Li Bra WEE. AS BBP 

a, Ad 

cee 4. NAME OF HOSPITAL (IF not in hospital, give stiy§f oddress) 'd. STREET ADDRESS e. is RESIDENCE 

SoS OR INSTITUTION. is a 

Si . AAG4I2 Lf, Lg LOPES ves 

es 2 ESF SAPS f ADE I = = 

= °° 3. Neen First Middle 4. a Month Day 

ae = 

a (Type or print) Va DEATH a 

pest L427 ‘e “V7 A Ll 19 7 
o 9. AGE (In ye IF UNDER 1 YEAR] IF UNDER a li 
i lost bicth: Months | Doys 


3.5 6. COLOR OR RACE [7. MARRIED L] NEVER MARRIED [} |8 DATE OF BIRTH 
ie C2226 bye \weown By vvoren fee AF SAL G7 


. USUAL OCCUPATION (Give kind of peal Recs 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


duriag most of or ire les life, 2 if reti Lf: fi 
13. Ve NAME G 


\" MOTHER'S MAIDEN, Gf. a 
nog 223226 Tiss le ie 
a. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SO ia ECURITY NO. |17. INFORMANT Address 
(Yes. 90, @ unknown) (UF yes, give wor or dates ff service) Z 
a Gita L¢tlLA Gp 22-22, , LL. Plans Ae 


CN¥¢ ste ltl MSA Fido 


1B. CAUSE OF DEATH [Enter onl line fe b), INTERVAL BETWEEN 
B. [Enter only one couse per line for {o}, (b), ond (c).] y, SE ety Een 


PART |. DEATH WAS CAUSED BY: é Seles 
IMMEDIATE CAUSE (o}, tere - Cordis - Vas Ly me 


) DBUETO 


Then please remave carbon papers. 


Condifions/thany miner ) 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 


The law requires that the death certificate be executes 


rtificate has been signed by the attending physician and campleteyy filled in 


% 


the State Board of Health priar ta burial, crematian, or removal, and in any event, within 72 hours after death. 


€ 
3 
3 
& 
Ree lying couse lost. m 
wes 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. WAS AUTOPSY 
ae 5 
3 3 . g yes J Bede 
Pos = 200. ACCIDENT WAS UNDERLYING EJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
zs & | OR CONTRIBUTING LJ CAUSE OF DEATH 
aee2 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
6 & [20c. TIME OF INJURY Month, Doy, Yaar |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
re 8 HOHE rs While Not while foctory, street, office bldg., etc.) | 
| ete = lot work [[} ot work 
oa; ; 
aes . eb Meg Ads. 194, that (1) (we) last 
< 
Cee 4 and that death accurred al 2M, fram the causes ait an the date stated above. 
E =o 3 2b. DATE 
oo] ATTENDING MED. STAFF 
x38 {3 M.D. | PHYS. ve DIRECTOR PHys. CI 2S lf 
Bees 22d. ADDRES: = A 
E Kk P22} 
Fee8 | Lames 7 Maks | Weert rhe 
= 5 
BSe° A BURIAL, CREMATION, ce DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county} (Stote) = 
2 => & OVAL (Specify a 
ofoe J tea24J eat CAA C724 a) Jaane LECT Li f- 22TH 
=F 4. ee DIRECTORS SIGN TURE Ge e 250. REG/D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 72 2¢f 
VR ANS (4) . . uf AUG 31° 4 
15M 97: . Nig WIM. ¢. fe PT. Pie 2 aA LE OY .\ ONE 61 Cuthun f Passa. 


fc 


MARYLAND STATE DEPARTMENT «Nar abae 18 


8997 sie? PUBERTIFICATE: Fr DEATH Reg. Dist. ay & 358 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


ed with 
om 
> 
oO 
> 
z 


MARYLAND: 


ITY OR TOWN (If outside corporote limits, write], LENGTH OF STAY IN Ib 
RAL gall give pearest town) 


AME Ge HOSPITAL (If not in hospital, give street oddresy) Sots @. IS RESIDENCE 
OR IN! oa) r ON A FARM? 
Latihinen Lee ves EJ NOL] 
Fy : 
y A 


9. STAT} b. COUNTY 74 | 


¢. CITY OR TOWN (If outside corparote limits, write RURAL ond give nearest town) 


24 eo deoth. Page 4 
coed 


id campletely filled in by the funeral directar, 


AME a Middl tost y 
‘DECEASED teat ei Day ‘ear 
ae 
YEAR| IF UNDER 24 HRS. 


Pages 1 and 2 shauld be fi 


Hours 


a 
5. SEX oP COLOR OR RACE | 7. MARRfED L] NEVER MaffrieD fear4 B. DATE OF BIRTH 


[rar ~4, |\wioowoQ oiy6rceo F] J 2 YAGS > 


? re 10a. USUAL OCCUPATION (Give kind of work donel 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g ge during most of workingglifg, even if retired) 
a, Pi oe Ltt. xs 
g fig 13, FATHER'S NAME i 14, MOTHER'S MAIDEN NAME 
8 2 
© 
a ef David S. RHBWIRRGH pPlunkert Laura ? 
em sy 15, WAS DECEASED EVER IN U. S. ARMED ib SOCIAL SECURITY NO. | _ INFORMANT ‘Address 
See hy (EN Tipn or unknown) LIF yes, give wor or dates of service) |. 3 is 
& NO : 2%; 
& ger | B!3-03-CH48 Loretta A, Freburger 
pm oss 18. CAUSE OF DEATH [Enter only one coure per line for (0), (Ol, gad (c)-] INTERVAL BETWEEN 
3s 20% ONSET AND DEATH 
ga5 PART |. DEATH WAS CAUSED BY: os "3 ae ‘2. 2 
ore . tae <MMEDIATE CAUSE (0) Cet aod vas 
ae ee m= { a4 DUE TO 3 
ee 2) 
= ee Conditions, tfony, which ie Da eed pte Ci (Ay BUAL. 
eee gove rise to immediote 
pea ted couse (0), stoting the under- ( DUE TO PAP ay OE. 
z2 f ‘- 
gpctae Jyinoleoussl bts © fate eS te ate, 
tae +2 = ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. RPA tao: 
Sha = 
83 3 Fi 6 vs) NOE 
ear © 20a. ACCIDENT WAS UNDERLYING [J __|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port II of item 18.) 
28 & | OR CONTRIBUTING [CAUSE OF DEATH 
ge8 3 | (F EITHER, NOTIFY MEDICAL EXAMINER) 2 c 
<5 o 
5 & |20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURYg/Home, form, | 20F, (City or town) (County) (Stole) 
Fal Hour 0. m. While Not bile foctory, street, yfffee bldg., etc.) | 
5 = p.m. 19 Jot work [[] of won t 


21. | certify thot | ottended the deceased from. "TV LL, to. — BL = 19ZzMhot | lost sow the deceased 
2 : 
gee 2S NG. , ond thot deoth occurred ot__ _.M, from the couses ond on the date stoted obove. 


SEED ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL ; 

Sienature_ "=> Z. oot MD. FS PPC i V7 df, a 
PHYSICIAN'S = ‘ =z 

Sa PAS. ea er ele Keene ae ae 


by the hospital 


R ATTENDING 
ed 
TO FUNERAL DIRECTOR: After this cértifi 


® 


rerdin 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar ta burial, cremation, ar remaval 


5 8 Zo. se Cae 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
> E. VA pecify) 

=e Burda 10/2/61 Balto. Maryland 

- ‘ 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VAIO Howard H. Hubbard 4107 Wilkens Ave. oar SEP 5S '61 Cutts £ Kaus 


O8 Co, Ma. : 
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duripg most of working life, eyén iF retired) 
Th MALLE 4 
vY/ 


13. FATHER'S NAME 
0 LCa 


E MOTHER'S: gent i 


| PEM, TS 


15. WAS Sera IN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. Iz 
(es, 90, oF unknowA) hi yes. give wor or dotes of service) 2 Kersterd yy 


Address 


iter 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, 


INTERVAL BETWEEN. 
ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: “7 
. MMEDIATE CAUSE (0) 
\ ol cEI0 


Conditions, if ony, which b) 


7-2 6-SY 


gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


ees ¥ 


Ye 
oe on |p-a7-6/ 


Past Il. OTHER SIGNIFICANT CONDITION 


ONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


19. WAS AUTOPSY 
PERFORMED? 


yes(] NO oO 


200. ACCIDENT WAS UNDERLYING C1) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, 
Hour o.m, 


p.m, 


Year | 20d. INJURY OCCURRED 


While Not while 
19 Jot work [1] ot work 


Doy, 
foctory, street, office bldg., 


MEDICAL CERTIFICATION 


Ae 


20e. PLACE OF INJURY (Home, farm, a {City or town) 


(County) {Stote) 


etc.) 


1926, that (I) (we) last 
<M, ae the causes and on the dote stoted obove. 


Zo. SIGNATURE 
ATTENDING 
Lf CAV GAL M.D. 


STAFF SIGNED 


PHYS. 


22b. DATE 
27, 


ED. 
Director C] 


22c. PHYSICI 


Rai he Lp Wf D ae HAlh 


a a. 


IME SV AAR E, LT rrr 


23a. BURIAL, ieee 23b, DATE THEREOF 


23d. LOCAJON an town, or gounty) 


VAL (Specify Se 30-6] 


24. FUSES RECTOR'S SIGNATURE 


TELLS. 


23¢. NAME OF CEMETERY OR ce 
Hic 


A 4 


250. REC'D BY REGISTRAR 


paTeSer 1 


25b. REGISTRAR'S SIGNATURE 


‘61 Coviteuy f FGrnsae 


Liptovilde, wd. 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
5004 CERTIFICATE OF DEATH US995 _ 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. STATE 
Maryland ® COUNTY Carroll 


c. CITY OR TOWN (|f autside carporate limits, write RURAL ond give nearest tawn) 


Rural Taneytown 


~ d. STREET ADDRESS e. IS RESIDENCE 
j ON A FARM? 
/ ves [] NO & 


py 


1, PLACE ei 


9. COUNT 
af 
Carroll MARYLAND: 
b. CITY OR TOWN (If autside carporate limits, write ii LENGTH OF STAY IN Ib 


© 


RURAL ond give nearest town) 


Rural Taneytown 6 years 
d. NAME OF HOSPITAL (If nat in haspital, give street address} 
OR INSTITUTION 


after death. Poge 4 


X 


in ¥Y the funerol director, 


Pages 1 and 2 should be filed with 


the State Board of Health priar to burial, cremotion, or removal, and in ony event, within 72 hours after death. 


ry 


£ \[3. NAME OF First Middle Lost 4. DATE Month Dey i vedt 
= S DECEASED 4 L iF 
ee (ase iat) Mary Virginia Smith Oren August 2% 19 61 
a> S. SEX & COLOR OR RACE ]7. MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
7 fe . last birthday) [Months] Days | Hours] Min. 
Nee Female White wioowed ] —ovorceo 1] | Sept. 27, 1898 62__ys. 
a 10a. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
g during mast of warking life, even if retired) i 
s Laborer Canning Factory Maryland U.S.A. 
2 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
8 
¢ J. Maurice Angell Sarah Irehe Shoemaker 
2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 (Yes, no, oF unknown) (IF yes. give wor or dates of service) 
4 _No | 214-36-9090_| Mr. George W. Angell, R #2, Taneytown, Md. 
3 18. CAUSE OF DEATH [Enter anly one couse per line for (a), (b). and (c).] P INTERVAL BETWEEN 
— PART |. DEATH WAS CAUSED 8Y: - s 
§ IMMEDIATE CAUSE (Poa Corerserey Garton Heatuerpe eer Wet, z 
i= nA } OUETO ‘ 


} ad — . &e 
Conditians, if any, which if Cerenarey Aon, a infu, 
gove rise to immediote 
cause (0), stating the under. ( OVE TO . . 
ivurgteamen Secs is 2) aR cee cherngted 
Paar tl. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEAPH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 


oe ae. See * . PERFORMED? 
Sp eed (Eig Tey ee a vs) No 
‘20b. DES! IE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port It af item 18.) 


‘20e. PLACE OF INJURY (Home, farm, | 20. (City or tawn) (County) (State) 
foctary, street, office bldg., etc.) | 


ry 


20a. ACCIDENT WAS UNDERLYING 0) 

OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, 
Hour 0. m. 
p.m. 


IAN: The low requires thot the deoth certificate be execute, 


tending physicion. 


Yeor | 20d. INJURY OCCURRED 
While Not while 
19 Jat work [7] at work 


Doy, 


MEDICAL CERTIFICATION, 


od 


saw the deceased aliv: 


e on... 


RECTOR: After this fertificote has been signed by the ottending physician and comp 


page 3 shauld be detached far use os the burial-tronsit permit. 


R ATTENDING P} 
d by the hospitol 


‘MED. STAFF 
DIRECTOR []_-PHYs. (1) 


2 


5 
= ! 
ee - 
& 2 3 23a. BURIAL, pre nG 23b, OATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 23d. Lt TION (City, tawn, ar county) (State) 
>~S REMOVAL (Specify) i 
mes Burial ugust 17, 196) Reformed Cemeter, Taneytown, Maryland 
yi (yy 24. PL CG ADDRESS 2S0. REC'D BY.REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
y) ; 47° 
was U -0.Fuss & Son Taneytown, Maryland care AUG 17 '61 Onthun Lf Kiamag 
3 


v 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


: Sey r CERTIFICATE OF DEATH US996 { 
S 3 . Tce Caen 2, USUAL RESIDENCE (Where deceased lived. If insitution: Residence before admission) me 
& §2 ; Carroll MARYLAND PA Maryland >. COUNTY Montgomery Coe15 

: Se b. CITY OR TOWN (IF ouside corporate limits, write Ts, LENGTH OF STAYIN Tb |] e. CITY OR TOWN (If ovbide corporote limits, write RURAL ond give nenrest town) 

3 fs esvilie 9 days Rockville })S3n-2. 

€ 2 2 : ™ d. eee Se (If not in hospitol, give street oddress) | d. STREET ADDRESS e. Pee DENCE 
@:. | Springtiéad State Hospital. 4308 Landgreen Street ves] NOX] 
aes “ [3 NAME OF First Middle = 4. DATE Yeor 

‘25 ——s John George Stecher | Sam a ae 

7 6. COLOR OR RACE |7. MARRIED PX) NEVER MARRIED [-] |8. DATE OF BIRTH 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
4 birthdey} | Months] Doys | Hours] Min. 
yrs. 


wipowen [J Divorced [] 8-)-1887 
Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
ing most of working life, even if retired) 
Law Books Washington D.C. 


cM Salesman 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Stecher Mary Bauer 


12. CITIZEN OF WHAT COUNTRY? 


USehe 


% WAS pele Ue APN U.S. . sists 1 CIAL SECURITY NO. } 17. INFORMANT Address 
ange. oF unknown wu give wore soe shew | ATCEROWEE 
No te 57703-4112 | Hospital records, Sykesville ,Md 


INTERVAL BETWEEN 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 


Then please remove carban papers. 


the State Board of Health prior ta burial, crematian, ar removal, ond in any event, within 72 haurs after death. 


ate has been signed by the attending physician and camples 


IAN: The law requires thot the death certificate be execute: 


PART |. DEATH MfbiAnecnusr ) Arteriosclerotic Heart Disease. years 
r 
a) (“\ DUE TO 
¥ L + AO § Generalized Arteriosclerosis years 
= Conditions, if ony, which (b} 
E gove rise to immediote 
& couse (0), stoting the under. ( DUE TO 
ie lying couse lost. (c) 
gts lying couse lost. 
pe 5 3 P, I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
A =| C.B.S.due to cerebral arteriosclerosis Ai ag 
a vy 
i = 20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.} 
a = OR CONTRIBUTING [1] CAUSE OF DEATH 
& © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
“ea & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
3 Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
a = p.m, ‘ot work [-] ot work 1 


x, that (I) (we) last 
pars and that death accurred ot ___@M, from the causes and an the date stated abave. 


Ro. JATURE 22b. DATE 
Csr bel Chiro. 0) 88°" Wooo HE oe 8-26-1981 


sow the deceased alive on_~ ~~ 


CTOR: After this 


poge 3 shauld be detached for use a 


R ATTENDING P¥ 
d by the hospital 


iS 22c. PHYSYCIAN'S A tin d 1 fe] D 72d. ADDRESS 
yz a7 ee es lel Gampoel.D. Springfield State Hospital Sykesville Md. 

oe == — 
a 3 Pa 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
g >3 myovat 6 ecify) eu zy 

— UW. 2 19: . 
2-2 Si Aborsss Spri Ma 250. REC'D BY REGISTRAR | 25b. LG tan PAGNATURE 

ilver Spring,Md, 

wEm 89) r oate AUE 2 9°61 Cth, 6 ¥ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


wi CERTIFICATE OF DEATH S947 
1. PLACE OF DEATH 2. USUAL RESI (Where deceased lived. If institution: Residence before admission) 


7 os 
® 32 ; 
oS Ba 0. COUNTY a. STATE b. COUNTY 
“ea wasraoe |" "MY ary la nd KL 
Sy Bie b. cry OR TOWN (/f outside ol La write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If putside corporate limits, write RURAL and give nearest town) 
2 s a L ond give,nearest town) kes Vv 1 LL 
oe sv lie - Ror Life. pele 
. £3 
= 22 d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS 
3. =e Y/ "OTNe, n ‘J } a 
rey OP ob Ran 2 kai 
er Se f 
z is | NAME OF First pe Last paar Month Year 
x 
Bl = 3 (Type or print) Ge etrucde cen } DEATH Av ust EY) 196) 
i“ =o S. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED Re B. DAJE OF BIRTH 9. A ined, IF UNDER 1 YEAR] IF UNDER 24 HRS. 
q DS } / -2 * [3 fos thd ey) Months] Days | Hours] Min. 
oy MAE White WIDOWED Divorced [] Ss un 


5 


After this Gertificate has been signed by the attending physician and campl 


100. USUAL OCCUPATION (Give kind of work done 


10b. KIND OF BUSINESS OR INDUSTRY 
"He ‘of warking life, even if retired) 


— 


n. “ine (Stole ar fareign country) 


Mary land 


12. CITIZEN OF WHAT COUNTRY? 


Ouse Wi 
13, FATHER'S NAME 


U, ay at 
Geor e Fross 
1S. WAS DECEASED EV! U.S, ARMED FORCES? 


14, MOTHER'S MAIDEN NAME 
Nan “i 5 Lint nv é 
16. ig SECURITY NO. | 17. INFORMANT Address, 
(eo aininetel | We yehigs te oronscr icin Ghstarcns i Ek th Pa aks - Palti are Wd, 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 


a3 Al DEATH 
PART I. DEATH WAS CAUSED BY: eb. 2 fee’. CL cz p 
IMMEDIATE CAUSE (a), ees! 


, 


Then please remave carban papers. 


3 
s 
3 
5 
x 
x 
= 
= 
3 
z 
5 
g 
é 
> 
= 
se) 
43 
2 
2 
° 
z 
8 
° 
= 
8 
cs) 


IAN: The law requires that the death certificate be execute 


, DUE TO 
ions Loca BAe 

= Conditions, if any, which + Ce. WE CER — = e i 

£ gove rise to immediote 

iB P couse (0), stoting the under- ( CUETO 7 Sch eal ys, Af bye 
(ae / lying couse lost. {e). See ay 
Sc J Bie ee &yer 
285 “le Part I, OTHER SIGNIFICANT CONDITIONS CONT CONTRIBUTING T@ DEATH BUT NOT RELATED TOAHETERMINAL DISEASE meek GIVEN IN PART 1)|19. WA Le a 
fos a 
53 = # ‘e a NO 
as ce) 
2 © 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
: abthck toe 
e & i 
= 7 
aq & ]20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 

. a Hour a. m While Net while factory, street, office bldg., etc. yy \ 
= p.m. 19 lot work [[] ot work 


saw the deceased alive on__ pf ff /____ 19 and that death eine of. .M, fram the causes and on the a) stated abave. 


a Ae eee ee 9 E589 
“tint Se vu mite ~man |" Sykestile UA, 


21. | certify that (I) ee ee the hee fram. sf, that (1) (we) last 


23a. BURIAL, CREMATION, | 23b. DATE Y-6 ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or caunty) (State) 
Ri 


Mal J pecify) 


R ATTENDING P' 
ied by the hospital 

page 3 should be detached far use as the burial 

the Stote Board of Health prior to burial, cramatian, 


TO HOSPI 
may be 1 


TO FUNERAL DIRECTOR 


‘2Sb. REGISTRAR’S aa 3 
Otton £ Fiassd 


24. FUNERAL DIRECTOR'S $I IATUR ADDRESS 25a. REC'D BY REGISTRAR 
Ei YW “Paul Ayfiowill, Td JoareAUG 2 8°64 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


9007 __ CERTIFICATE OF DEATH U&998 


50 a) DUE TO | 


Conditions, if any, which » Crt deleraten pAavaireliged— 
gove rise to immediate 


cause (a), stating the under- DUE © 
lying couse lost. o) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/| 19. Ne aM 
ves] No[TK 


20c. ACCIDENT WAS UNDERLYING (1 
OR CONTRIBUTING ( CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


While Not while 
p.m. jot work [[] at work [J 


21. | certify that (1) (this haspital) attended the deceased fram. L/S ae we tod 2 
e deceosed olive on.&-- 


7 4 
8 oF 1, PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived. If insitutian: Residence before admission) 
eres Be 0 MARYLAND 
poe IDLY, 
ey ete AA é 
ep 0%. b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH pe STAY IN Ib (If outside corporate limits, write RURAL and give nearest town) 
8 o A RURAL ond give nearest t8wn) 2 
ei ees “he 
mS Wy LOT Paes ‘4 : 
ae " OSPITAL (WF nat in Jypspilal, give sfreet | (a0 d. STREET BS. e. 1S RESIDENCE 
sos Vl. or NSTITUTH es ON A FARM? 
¢e: | OL: Miltee. ST ZI % Le ono 
3 + M Le 
2 = 5 NAME OF 4. DATE Month Doy Year 
= -. 
ope tripete ern  sa LAN KO WS aver | DEATH zZ 9 G/ 
2°. S. SEX 6. COLOR OR RACE |7. MARRIEDET-REVER MARRIED OO | &-pate OF eietH 9. Ei a pein TYEAR]IF UNDER 24 HRS. 
yee janths | Di H Mi 
boi ES wiooweo [ DIVORCED [[] ca EOL) 2, za s] Doys | Hours 
£5 
ae 10k USUAL OCCUPATION (Give kind af wark done|10b. KIND OF BUSINESS OR INDGSTRY (11. BIRTHPLACE (State ororeigh —— 12. CITIZEN OF WHAT COUNTRY? 
35 j gating most of warking life, evenrif zetired) 
st CAP VIA. {bil 2 — ~ GALA. 
ak Pe SS NAME V4, ie NAME 
9.5 7 
eS 
2 Lg dae AL2kz2 “1 AEA 2 
BF i 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT idress 
Es (Yes, no, or or” (Hf yes, give wor or dates of service) _ =, 
“> 
Pad 
ge 1B. CAUSE OF DEATH [Enter only ane cause per line fgr (a), (b}, ond ()-] INTERVAL BETWEED ‘ 
ae PART |. DEATH WAS CAUSED BY: P ae 
as ate, POnwehksay — F Rete ge 
£2 
i 1 
3 
S 
Go 
E 
3 
5 
< 
2 
o 
£ 
& 
S 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port II of item 1B.) 


JAN: The law requires that the death certificate be execute: 


tending physician. 
ertificate has been signed by the attending physician and campler 


‘20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
foctory, street, office bldg., el H 


e 


MEDICAL CERTIFICATION 


ome whl, thot (I) (we) last 
2h. A « and that deoth occurred of? M, fram the causes ond on the date stated obove. 


b. DATE 
Nia ATTENDING MED. STAFF Ps a 
M.D. | PHYS. A Director (]__ PHYS. 2 
—- 


22d. ADDRES: me! > So 
eae ok Re et Se DA: 


‘2Sb. REGISTRAR'S SIGNATURE 


Onthun £ Faint 


R ATTENDING P 
d by the haspit 


S: 


23a, BURIAL, CREMATION, 


Vas MOVAL (Specify) 
ALVA 1s 
24, SANERAL DIRECTOR'S SIGNA’ ADDRESS 


y \) [SEB Bzsse A 


page 3 shauld be detached far use as the burial-transit permit. 


the State Board af Health priar ta buri 
ae 


TO HOSPI 
may be 


& TO FUNERAL DIRECTOR: After this 


Ped 
=> 
2 
3 
\ 


' 


should 


thin 24 hours after 
led in by the funeral 


" 
Xa 


q 


« 


ecuted, 


i 


» 


ificate has been signed by the attending physician and comple! 


| or attending physician. 


PHYSICIAN: The law requires that the death certific 


& 
ry 
a 
o 
= 

> 
q 

q 
bd 


2 
3 
a 
2 
a 
¥ 
¢ 
5 
a. 
a 
a 
is 
° 
eo 
a 
$ 
J 
> 
iJ 
E 
bs 
° 
& 
cy 
eg 
a 
2 
5 
es 
= 
— 
o 
a 
4 
é 
£ 
3 
if 
5 
a 
o 
4 
6 
Eo 
=% 
53 
a 
sae. 
ae 
oo 
<2 
cy 
aU 
O38 
= 
oz 
3 
a 
om 
o 
a 
g 


“ty 


State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours alte 


L OR ATTEN! 
4 may be retai 
RAL DIRE 


TO Host 
$ death. ree 
director, p 
be filed with the 


» TO FUNE! 


teed 
= 

2a 
Ss 


= 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH () & { 199 


1, PLACE OF See a ad 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before ed 
Coa als e, STATE b, COUNTY 
Carroll MARYLAND || _ Maryland Carroll 


b. CITY OR TOWN (if outside corporete limits, “c. LENGTH OF STAYIN Ib |). ¢. CITY OR TOWN [if outside corporete limits, write RURAL end give st town) 
em Mrite RURAL end give nesses! town) ¥ 1 Pa 
Sykesville = Months 23 festminster,Ma.Rt.5 Box36 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ~-d. STREET ADDRESS @. 1S RESIDENCE 
f ON A FARM? 
__ Springfield State Hospital : / Sal 
3. NAME OF First “Middle 1 —wilast 4, DATE Month Day Yeer 
DECEASED OF 
(Tyee or pris) Mary Beryl Warehime | P*™# A real 19 61_ 
5. SEX 6. COLOR OR RACE|7 rarrieD [EX] Never MaRRieD [_] | 8. DATE OF BIRTH 9. AGE (In yoors |IF UNDERT YEAR| IF UNDER 24 HR! 
a last birthdey) peated Deys | Hours Min. 
Female White woowm[] _ ovorcto[]|Cctober 6,99 _ 6I ys 


We. USUAL OCCUPATION (Give kind of work 

done during most of working life, even if ratired) 
Housewife 

13. FATHER'S NAME 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Unknown LOG RVLOID Sampras bf S 2 


| 14, MOTHER'S MAIDEN NAME 


Charles Mitten , Ann Arnold ise a 3, 
15. WAS DECEASED EVER I “ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give werordetesofservice) 
|__No — 2 Ty-2-1909_ Springfield Records (Hospital) 
78. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end (c).)_ > INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: ONSET AND DEATH 


ye wmeoiate cause ¢) _Requrrent CeVsA, : : Days 

2 wf 

: j DUE TO 

Conditions, if &ny, which (b), 

geV0 Fite to immediote couse 

(e), steting the underlying 

couse lest. (c) Ne 
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T TO THE TERMINAL DISEASE “CONDITION GIVEN IN PART 1 


DUE TO. 


9. WAS AUTOPSY 


4 

= PERFORMED? 
4|Circulatory disturbance,Cerebral arteriosclerosis——Diabetes Mellitus. ves [] nox) 
= |20e. ACCIDENT WAS UNDERLYING [] | 206, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pest Il of item 1B.) 

E | OR CONTRIBUTING (1 CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

x 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, ' 20f. (City or lown) (County) {Stete) 
Fat Hour e.m. While No} While fectory, street, office bldg., etc.) | 

= y ‘et work et work { 


'y that {I} (this hospital) attended the deceased from.. yaya: 5 T96T.., to.. Augus. 19.41], that (I) (we) last 


alee 6 and that death = i128 Paditne cou causes and on the date stated above. 
22b, DATE 


220. SIGMATURE 
CMA OY LUGAR Ay (EO He OE august SGT 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 09000 
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PLACE OF van DOS “] 2. USUAL RESIDENCE (Where dacoosed lived, If inslitulion: Residence before edmission) 


e. COUNTY Carroll cee @. STATE Maryland b. COUNTY Carrell 
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